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COLLECTIVE REVIEW 


THE PATHOGENESIS OF THE GASTRIC-DUODENAL 


ULCER! 


By GEORGE HALPERIN, M.D., Cutcaco 


I TNUHE so-called peptic ulcer of the stomach and 
duodenum is a common malady in man, Its 
cause, however, isas much a mystery today as 

it was when Claude Bernard first demonstrated that 

the leg of a living frog will be digested if placed 
through a fistula in a dog’s stomach. Why does 
not the gastric mucosa digest itself? Dragstedt 
and Vaughn have shown that other Jiving tissues 
will resist the action of gastric juices. John 

Hunter believed that a certain vital principle 

inherent in the parts protected them from diges- 

tion. 

Since healthy cells will successfully withstand 
the action of gastric juice, we must presuppose that 
the vitality of the cells must be lowered before the 
gastric juice can exert its proteolytic action upon 
them. Virchow postulated that all chronic gastric 
ulcers originate from an erosion. Aschoff defines 
an erosion as a superficial loss of substance of 
the mucous membrane resulting from the disin- 
tegration of a circumscribed mucosa] necrosis or 
from a hemorrhagic infarction with secondary 
digestion. The loss of tissue must be limited to 
the mucosa and the uppermost layers of the 
submucosa. The muscularis proper is not in- 
vaded. 

Thus the ulcer problem can with advantage be 
approached from two sides, the origin of the 
erosion and the development of a chronic ulcer 
from the erosion. The erosion is the pivotal 
point from which we must start and to which we 
must return in all our speculations regarding 
the origin of the chronic gastric or duodenal ulcer. 
That the origin of the erosion has not been 


solved is attested to by the existence of several 
widely divergent theories. The following will be 
here discussed: (1) The circulatory theory; (2) 
the neurogenic theory; (3) the infectious theory; 
(4) the inflammatory theory; and (5) the me- 
chanica]-functional theory. 


I, THE CIRCULATORY THEORY: 


The circulatory theory was advanced by 
Virchow and Hauser in 1853. Virchow taught 
that ulcers are produced by an infarction of a 
terminal blood vessel with consequent necrosis, 
the starting point for the digestive action of the 
gastric juice. This view was universally ac- 
cepted. In connection with this conception the 
role played by the excessive gastric secretion 
assumed a special importance. Among the older 
clinicians, Riegel considered hypersecretion the 
decisive factor. This view was later shared by 
Boas, Sippy, and von Bergmann, in fact by the 
majority of clinicians. 

It was pointed out that chronic ulcers occur 
only in that part of the gastro-intestinal tract 
which is exposed to the action of the hydro- 
chloric acid, viz., the stomach and the first two 
inches of the duodenum. They do not occur in 
the cesophagus and are rare in the cardia. When 
the jejunum is exposed to the action of the 
gastric juice, as following a gastro-enterostomy 
for ulcer, the well-known marginal ulcer fre- 
quently develops. On the other hand, no such 
type of ulcer has ever been observed when the 
gastroenterostomy was performed for gastric 
cancer. 


1Received for publication July 7, 1926. 
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Il. THE NEUROGENIC-SPASMOGENIC THEORY 

The neurogenic-spasmogenic theory was spon- 
sored by Gustav von Bergmann. It received its 
experimental support from Talma, Lichtenbeldt, 
Westphal, Katsch, von Friederich, and others. 
It has its scientific background in the work of 
Langley and of Eppinger and Hess, at least insofar 
as the conception of the influence of the vegetative 
nervous system is concerned. 

Von Bergmann, on the basis of clinical observa- 
tions, has postulated that gastric and duodenal 
ulcer is caused by ischemia brought about by 
muscle spasms the result of irritation in the 
vegetative nervous system. A hyperirritability 
of the vagus or of its antagonist, the sympathetic, 
results in “disharmony.” This leads to dis- 
turbance in function, both secretory and motor. 
When, as the result of the perverted function, 
ulceration takes place, it acts as a constant 
source of irritating nervous stimuli. Thus not 
only the origin of the ulcer is explained, but also 
its well-known tendency to chronicity. Von 
Bergmann considers the relationship between 
hypersecretion and ulcer as well established. 
ven in subacidity the gastric juice may still 
possess a high degree of digestive power. The 
hydrochloric acid secretion and the pepsin 
secretion do not necessarily run parallel. Once 
the ulcer is formed, a constant source of nerve 
irritation exists. The hyperacidity thus pro- 
duced accounts for the tendency to chronicity. 
Is the spasmophilia and the vagotonia the cause 
or the result of the ulcer? Finally, what causes the 
nerve irritation? Adherents of the von Berg- 
mann school] see in certain constitutional anoma- 
lies of the vegetative nervous system an answer 
to this question. All ulcer bearers are either 
“vagotonics” or “sympatheticotonics.’* The in- 
creased vagus tone, vagotonia, is manifested by 
bradycardia, hyperacidity, hypermotility of the 
gastro-intestinal tract, e.g., hyperperistalsis of 
the stomach, spastic constipation, or nervous 
diarrhoea, by narrow pupils and by increased tear 
secretion. Abnormal sweating and dermato- 
graphia may belong here. In sympatheticotonics 
one may observe increased vascularization of the 
thyroid gland, exophthalmos, and wide pupils. 
Further confirmation of the hyperirritability of 
the vegetative nervous system in these patients 
can be elicited by their reactions to pilocarpin, the 
vagus stimulant, or to its antagonist, atropin, or 
to adrenalin. 

Roessle calls attention to the well-known fact 
that in operating upon gastric or duodenal ulcers, 
surgeons often meet pathological conditions in 
the appendix, the gall bladder, or the female 
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adnexa. Roessle considers these lesions primary 
and believes them to be the source from which 
pathological nerve impluses reach the stomach. 
He therefore coined the term “secondary disease” 
for the ulcer. 

Early investigators pointed out the relationship 
between gastric lesions and diseases of the brain. 
Schiff, and later Ebstein, produced changes in the 
gastric mucosa by injury to the thalami optici, 
the pedunculus cerebri, or by hemisection of the 
cord. The more recent experiments fall into 
three groups: (1) severance of the vagi, (2) ex- 
tirpation of the sympathetic and of the cardiac 
plexus, (3) irritation of these nerves. 

Vagotomy performed by some experimenters 
has been followed by haemorrhages, erosions, and 
ulcerations, while in the experiments of others it 
has had negative results. The same has been true 
of cutting the sympathetics and destruction of 
the coeliac plexus. Westphal produced ulcerations 
in rabbits by repeated injections of pilocarpin. 
He attributes it to ischaemia due to muscular 
spasms. Murata and Hashimoto consider such 
ulcerations the result of the shutting-off effect 
produced upon the blood vessels by muscle con- 
tractions. Haeller, on the other hand, considers 
them the result of the toxic action of pilocarpin. 
He was able to produce ulceration by the in- 
jection of drugs having exactly the opposite effect, 
such as morphine, physostigmine, and atropine. 

In contrast to the experiences mentioned, Ivy 
did not find any gastric or duodenal lesion in ten 
dogs killed from one week to four months fol- 
lowing double vagotomy with extirpation of the 
coeliac plexus. How can such results be co- 
related? It is well to point out here the dif- 
ficulty in drawing conclusions in this experi- 
mental field. It is a well-known fact that, at 
least until now, no one has been able to produce 
a chronic ulcer in an experimental animal. In the 
dog, chronic ulcer of the stomach is very rare. 
In examinations of the stomachs of 2,000 dogs, 
Ivy found it twice, each time in a cachectic 
animal. As losses of substance in the gastric 
mucosa of animals show a tendency toward rapid 
healing, the analogy to ulcer in man is Jost. The 
stomach of the rabbit is quite vulnerable to a 
number of agents, but in this animal also the 
lesions produced heal rapidly. Moreover, it is well 
to bear in mind Aschoff’s contention that erosions 
in the fundus region found in human beings at 
autopsy, especially in children after appendicitis, 
meningitis, etc., are not necessarily analogous to 
those from which chronic ulcers develop. 

General clinical experience does not bear out 
von Bergmann’s contention that the majority of 
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ulcer patients are “vagotonics” or “sympa- 
theticotonics.” Attractive as this hypothesis 
may seem, it is unsupported by convincing clinica] 
data on the one hand nor by experimental data on 
the other. 


Il. THE INFECTIOUS THEORY. I. STREPTOCOCCI. 
2. OIDIUM ALBICANS 


1. Streptococci. Rosenow claims to have been 
able repeatedly to produce ulcerations in the 
stomachs of experimental animals by inoculating 
with streptococci cultivated from foci of ulcer 
patients and from the ulcers themselves. Such 
foci were usually abscessed teeth or tonsils. ‘The 
streptococci in these cases seem to possess a 
characteristic selective affinity for the mucous 
membrane of the stomach or the duodenum. 
Streptococci were again recovered from the ex- 
perimental lesions and again reproduced ulcer- 
ations in stomachs upon re-injection. The ulcers 
thus produced resembled those in man in location, 
in gross and microscopic appearance, and in the 
fact that they tended to become chronic, to per- 
forate, and to cause severe or fatal haemorrhage. 
According to Rosenow, the necessary require- 
ments have been fulfilled to warrant the con- 
clusion that the usual ulcer of the stomach and 
duodenum in man is primarily due to a localized 
hematogenous infection of the mucous membrane 
by streptococci. 

Mann and Williamson of the same clinic 
(Mayo) have developed a rather ingenious method 
for producing chronic ulcers in dogs. They trans- 
plant the duodenum into the ileum and anasto- 
mose the jejunum into the pylorus. Rosenow 
did not accept their physiological explanation of 
ulcer causation. He was able to find a strep- 
tococcus in these ulcers as well. He again dem- 
onstrated their selective localizing power on 
intravenous injection, their presence in the foci 
of infection of the experimental animals, and 
their ability to produce poison in vitro. More 
than that, he was able to immunize some of the 
animals against ulcer development. 

In a series of dogs, Ivy failed to produce ul- 
cers by injecting streptococci of proven virulence 
into two or three branches of the gastro-epiploic 
artery. 

Rosenow’s conclusions await confirmation by 
other workers. 

2. Oidium albicans. Very recently (1921), 
Askanazy claims to have found oidium albicans, 
long known as a common saprophyte of the hu- 
man mouth, in the craters of ulcers in resected 
stomachs. He succeeded in developing ulcers 
in animals by inoculating into injured mucosa 
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ground-up tissue taken from the craters of 
human ulcers. This work was negatived by the 
findings of other workers who discovered these 
organisms chiefly in the periphery of ulcers and 
not in the necrotic zone, and were not able to 
reproduce the lesions. The organism is therefore 
regarded as an accidental saprophytic contami- 
nation of no etiological importance. 


IV. THE INFLAMMATORY THEORY 


So far, attempts to solve the ulcer problem 
have brought out the fact that healthy mucosa 
will resist digestion. Therefore, a loss of cell 
vitality must be aSsumed to occur before the 
development of an ulcer. It was necessary to 
determine the earliest damage to the mucosa. 
Trauma, mechanical, thermal, or chemical, sug- 
gested itself as the possible cause. Experimental 
attempts in this direction resulted in failure since, 
as has been previously mentioned, no one suc- 
ceeded in producing a chronic ulcer experimen- 
tally. ; 

It was suggested also that the initial damage 
might be brought about by circulatory dis- 
turbances in the gastric or duodenal vessels. 
Pathological conditions of the vessels themselves, 
such as stasis, thrombosis, embolism, or sclerosis, 
were considered. It was borne in mind also that 
circulatory disturbances might be brought about 
indirectly by neurogenic influences, such as 
angiospasms, or by spastic contraction of the gastric 
musculature resulting in compression of the 
gastric vessels. Any of these disturbances might 
lead to the formation of haemorrhagic infarcts 
or areas of anemic necrosis, a starting point 
for digestion by the active gastric juice. 

Experimental ligation of blood vessels pro- 
duced erosions and ulcerations, but these dis- 
played the same tendency to heal rapidly as 
experimental ulcers caused by direct injury to the 
mucosa. Such experiments therefore did not 
throw any light upon the origin of chronic peptic 
ulcer in man. 

The recent increase in stomach resections for 
gastric and duodenal ulcers furnished an abundant 
and valuable material for histological studies. So 
far, reports have been published by relatively 
few workers, chief of whom are Moscowicz, 
Konjetzny, Orator, Kalima, Lehman, and Puhl. 
These studies assume a particular significance 
because of the striking uniformity in the findings 
of the various investigators and the number of 
stomachs examined, which is well up in the 
thousands. They point out in the first place the 
unreliability of postmortem material as con- 
trasted with warm fresh material obtained by 
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resections. These studies have resulted in an 
entirely different viewpoint. 

It was found that in all cases of gastric or 
duodenal ulcer there existed a gastritis or a 
duodenitis. The inflammation was most marked 
in the antrum, the fundus portion exhibiting very 
little or no inflammatory change. The duodenal 
mucosa showed an inflammatory change in cases 
of duodenal ulceration, and not infrequently also 
in cases of gastric ulcer. In a very considerable 
percentage of cases the areas of gastritis con- 
tained multiple, small, oval, round, and linear 
erosions, the largest of which could be recognized 
macroscopically as superficial erosions. In some 
of the preparations such erosions covered by a 
fibrinous deposit were unusually numerous. 
Gross inspection of these specimens gave the 
impression that the lesions represented various 
stages of development of the same _ process. 
Specimens were observed which showed no frank 
ulcer but just the picture described. 

Konjetzny found microscopically, in cases of 
gastric or duodenal ulcer, a gastritis or duodenitis 
in all stages of development. Closer histological 
study revealed their unmistakably inflammatory 
character. The histological picture was so typical 
as to be identical in dozens of preparations. 
There was to be observed an infiltration of the 
interstitial tissue with polymorphonuclear Jeuco- 
cytes. The epithelium of the glands showed here 
and there degenerative changes, such as fatty 
infiltration or desquamation and Joss of epi- 
thelium. In places where the epithelial lining 
was seen to be broken there were noted ac- 
cumulations of polynuclear leucocytes in a mesh- 
work of fibrinous exudate. These histopatho- 
logical units differed from those of a typical ulcer 
in extent only. The findings described were con- 
fined to the antrum and the duodenal bulb. 

Konjetzny particularly calls attention to the 
fact that most painstaking studies of the blood 
vessels in these areas failed to reveal any change 
in their walls; neither did he observe any evidence 
of hemorrhage, such as hemosiderin deposits. 
He had never noted anemic necrosis or hemor- 
rhagic infarction or the so-called haemorrhagic 
erosions so frequently seen in the fundal portion 
at autopsy. In view of his findings, the theory of a 
nutritional disturbance brought about through 
direct or reflex circulatory disturbances and 
causing anemic necrosis or hemorrhagic in- 
farction in otherwise normal gastric mucosa as a 
starting point for peptic digestion appears to him 
utterly untenable. On the other hand, inflam- 
matory changes in the mucosa without any 
evidence of peptic digestion were observed with 
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great regularity. The periodicity of the clinical 
symptoms may find an explanation in the tend- 
ency of these erosions to heal. 

The conclusion was drawn that the develop- 
ment of gastric or duodenal ulcer depends upon 
a more or Jess acute inflammatory process of the 
mucosa, as the result of which the gastric juice 
can exert its proteolytic action upon the damaged 
area. Because of functional motor activity, the 
resulting superficial defects or erosions of the mu- 
cous membrane can develop into chronic ulcers. 

The occurrence of a local gastritis in the 
vicinity of an ulcer was well recognized, but was 
always regarded as secondary to the ulcer. The 
idea that it may be the cause rather than the 
effect was first conceived by Cruveilhier and later 
emphasized by Mathieu. Paul Cohnheim con- 
sidered “acid gastritis” the first step in the 
development of a gastric or duodenal ulcer. 
Nauwerck in 1895 expressed the belief that the 
gastritis might be the primary condition and the 
cause of an ulcer. He coined for it the compre- 
hensive term “gastritis chronica ulcerosa.”’ 

If it be true that the erosions found in the areas 
of inflammation are the starting points of ulcer 
formation, it remains only to follow or rather to ex- 
plain their conversion into chronic ulcers. This 
phase of the problem has been elucidated by 
Aschoff and his school. In his anatomical 
mechanical or motor functional theory Aschoff 
endeavors to explain the relation of mucosal 
erosions to chronic ulcer. 


V. MECHANICAL OR MOTOR FUNCTIONAL 
THEORY 


Essential to the understanding of the me- 
chanical or motor functional theory is Aschoff’s 
conception of the function of the so-called 
“ Magenstrasse””—the gastric pathway or gastric 
channel, and of theisthmus portion of the stomach. 
The name “Magenstrasse” was applied by 
Waldeyer in 1908 to a characteristic arrange- 
ment of the folds of gastric mucosa along the 
lesser curvature. 

The fact that practically all typical gastric 
ulcers occur in the area of this gastric channel 
suggested that for some reason the magenstrasse 
is particularly vulnerable. 

To demonstrate the existence of the gastric 
channel Bauer advises fixing the stomach with 
formalin by the intravascular route not Jater 
than three or four hours after death. Such a 
stomach still retains its tonus, but is no longer 
capable of contracting with consequent change 
of the mucosal topography. When it is opened 
along the greater curvature, a groove is found in 
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Fig. 1. The stomach of an adult removed two and one- 
half hours after death. The magenstrasse very prominent. 
Note the difference between the mucus folds of the corpus 
and those of the pylorus (after K. H. Bauer). 


the Jesser curvature area. This groove, which 
begins at the cardia and runs toward the pylorus, 
is interrupted at the incisura angularis. It is 
delineated by two or three wall-like longitudinal] 
folds. The base of the groove shows both smooth 
mucosa and lower ridges. These parallel folds run 
from the cardia as prolongations of the longi- 
tudinal folds of the cesophagus, down to the 
pylorus without exhibiting any communicating 
transverse folds. They are not demonstrable in 
greatly distended stomachs. When Bauer intro- 
duced 25 per cent sulphuric acid into the stomach 
of a partly anesthetized dog through a stomach 
tube, the escharotic effect of the acid was confined 
to the magenstrasse. 

The fold system of the gastric mucosa is of 
course due to its redundancy. The tone and the 
contractions of the gastric musculature throw the 
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Fig. 2. Human stomach removed one and one-half 
hours after death, fixed for twenty-four hours, and then 
opened (after K. H. Bauer). 


redundant mucosa into folds. The topography 
of the gastric mucosa is therefore the anatomical 
expression of the functional activity of the gastric 
musculature. What determines the peculiar ar- 
rangement of the gastric pathway? The answer 
must be found in a study of its muscular struc- 
ture. As is known, the stomach, unlike the rest of 
the gastro-intestinal tract, possesses three mus- 
cular layers, a longitudinal, a circular, and an 
oblique layer. Bauer has demonstrated that the 
special] anatomical character of the magenstrasse 
is due to the existence there of the oblique fibers in 
addition to the Jongitudinal and circular fibers. 
Contraction of the circular fibers throws the 
mucosa into longitudinal folds and narrows the 
stomach throughout, but it is the presence of 
oblique fibers that explains the persistence of the 
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Fig. 3. Erosions of the gastric pathway. (After Stroh 
meyer.) 
longitudinal folds of the magenstrasse. ‘The 


synergistic action of the circular with the ob- 
lique fibers forming horseshoe-like interlacing bun- 
dles explains why, as shown roentgenologically, 
food will be held at the cardia for a considerable 
time although this area possesses no sphincter. 
The longitudinal folds of the gastric channel cease 
at the incisura because the oblique fibers cease at 
that point. 

The gastric channel therefore differs from the 
rest of the stomach in that it has a characteristic 
musculature. By the contraction of its fibers it 
can form a lumen of its own distinct from that of 
the rest of the stomach. Bauer concludes that 
the structure and the function of the, magen- 
strasse suggest that it is the phylogenetic rudiment 
of the gullet of ruminating animals. ‘The human 
stomach represents the welding of two organs. 
The greater vulnerability of the magenstrasse is 
explainable on the ground that it is not well 
adapted to be a part of the “digesting”’ stomach, 
being in reality a survival of the original gullet. 
The pathogenesis of the magenstrasse therefore 
falls in a class with that of the appendix and the 
gall bladder. In other words, it shares, together 
with the latter structures, the disposition of all 
rudimentary organs. 

Aschoff points out that the blood supply of 
the magenstrasse is not as rich as that of the 
fundus portion. The fundus is supplied by the 
branches of the right and left gastro-epiploic 
arteries and by the collateral branches from the 
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gastric artery. The gastric channel is supplied by 
the recurrent branches of the gastric or pyloric 
arteries only. 

Ligation experiments performed by Yano on 
rabbits (unpublished, quoted by Aschoff) dem- 
onstrated the difference. Ligation in the region 
of the gastro-epiploic arteries had no recognizable 
effect upon the fundal mucosa, whereas ligation in 
the area of the gastric or pyloric artery led to 
localized nutritional disturbances, which were 
demonstrated by the subsequent intravenous in- 
jection of dyes. The mucous membrane areas 
belonging to the ligated vessels remained more or 
less colorless. Aschoff thinks that, in man also, 
arterial blocking must play a particular réle in 
the origin of these changes in ihe gastric channel. 
Moreover, he calls attention to the fact that the 
branches of the gastric artery have a segmental 
arrangement in the gastric wall and the areas 
between these may be particularly affected by 
the frequent and powerful contractions of the 
magenstrasse. 

It is interesting to examine Aschoff’s views 
regarding the origin of the erosion itself. He in- 
sists upon differentiating between haemorrhagic 
erosions of the fundus and erosions of the gastric 
channel. These lesions owe their origin to 
entirely different conditions, but in neither case do 
infectious, toxic infectious, or mechanical factors 
play a prominent part. He sees in circulatory 
disturbances the probable cause of both. Fundus 
erosions are caused by venous stasis and the 
spasmodic movement of vomiting. Erosions of 
the magenstrasse are probably the result of the 
peculiar spastic condition of the channel itself or 
of arterial blocking. In view of Konjetzny’s 
histological studies, embolic blocking can _ be 
ruled out. Atherosclerotic changes are more fre- 
quent, but they are also unusual since these 
erosions and ulcers develop in the young and the 
middle-aged. It is possible that spastic con- 
tractions of the vessels themselves may be re- 
sponsible. While experimental evidence is lacking, 
Aschoff is inclined to believe that such contrac- 
tions play an important part in the origin of 
erosions of the magenstrasse. 

The “isthmus” is to be looked upon, not as a 
special anatomical] structure, but as a functional 
one. It was first described by Forsell as the 
“narrow pass.”’ Aschoff frequently observed it in 
examining the stomachs of recently killed soldiers 
during the late war. It represents a tonic con- 
traction of a part of the stomach. On a mixed 
diet the isthmus takes on the shape of a funnel 
through which the fluid contents, rapidly digested 
in the corpus, are transported to the vestibule 
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hig. 4. 
(After Aschoff.) 


and from there are evacuated by the contraction 
of the pyloric canal. 

The gastric channel extends from the cardia to 
the beginning of the pyloric canal. The impression 
is given that the gastric channel and the pyloric 
canal should be regarded as one functional unit. 
The separation of the magenstrasse from the rest 
of the stomach can be well recognized even on 
transverse section throughout a contracted stom- 
ach. It can then be seen that the channel, now 
better called the groove, is limited by the four 
familiar folds, while the folds of the fundus lie 
irregularly, one against the other. One gains the 
impression that the contracted, i.e., more or Jess 
empty stomach, drains the juices from the fundus 
into the gastric groove so that they may flow 
toward the pylorus. To this conception the ob- 
jection has been raised that no such gradual 
opening out of the stomach from the gastric 
groove is to be seen in roentgenograms. Very re- 
cently, however, Orator has been able to show 
just such opening pictures in his roentgenological 
studies at the Vienna Surgical Clinic. With the 
rapid introduction of an opaque meal, the fold 
system opens up very quickly so that these 
differences are not recognizable. 

It is now quite evident that the fate of an 
erosion in the magenstrasse will be quite different 
from that in the fundus. In the latter one finds 
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1, Limit between the fornix and the corpus. 
lum and pyloric canal. IIT, Limit between the pyloric canal and duodenum. 
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Il, Limit between the infundibu- 
i, Isthmus. 


the greatest mobility of the fold system, in the 
former taut longitudinal folds. The fundus dis- 
charges gastric juice, while the magenstrasse 
receives it and acts as a sort of a drainage tube. 
Losses of substance in the gastric channel con- 
tinue to gape, and they come in contact with the 
gastric juices much longer and are_ injured 
mechanically by the peristaltic movements more 
than erosions in the fundal portion. Also of 
importance may be the fact that fundal mucosa 
secretes a thin mucus which is poured out over the 
wound surface for protection. This mucous for- 
mation has not been observed in the region of the 
magenstrasse. 

To sum up, the particular predilection of the 
magenstrasse for the development of chronic 
ulcers is attributed to the following facts: 

1. As a rudimentary structure the magen- 
strasse is not well adapted to be a part of the 
digesting stomach. 

2. Its blood supply is comparatively poor. 

3. Because of its special physiological function 
as the gastric pathway, it is subjected to frequent 
and powerful muscle spasms. 

4. The peculiar anatomical arrangement of 
its folds makes it difficult for a mucosal erosion 
to heal. 

5. The mucous membrane of this area does not 
secrete a protective mucin. 
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The Jast word upon the subject of the patho- 
genesis of the gastric-duodenal ulcer has not yet 
been spoken. Much new knowledge has been 
gained from recent histological studies of resected 
stomachs. These studies have given us a new 
viewpoint, namely, the inflammatory theory. 
The work of Aschoff and his collaborators has 
thrown a flood of light on the subject of the 
physiology of the stomach. New and original 
conceptions regarding the function of the gastric 
channel and the isthmus have opened up new 
vistas. We seem to be on the threshold of a 
solution of this difficult and important problem. 
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Ivy, R. H., and Curtis, L.: Fractures of the Mandi- 
ble: An Analysis of 100 Cases. Dental Cosmos, 
1926, Ixviii, 439. 

The 100 cases of fracture of the mandible reviewed 
by the author did not include fractures resulting 
from bone infection or new growths. Ninety per 
cent of the patients were males, and with one excep- 
tion all were over 18 years of age. All of the frac- 
tures were due to force. Sixty-eight per cent were 
single, 31 per cent were double, and one was triple. 
In ten cases no fixation was necessary. Seventy- 
nine (88 per cent) were treated by wiring the upper 
and lower teeth together. The number of fixations 
by several different methods, the time between the 
injury and the fixation, and the time of mainte- 
nance of the fixation are given in a table in the 
original article. 

The authors conclude that fractures of the man- 
dible demand the most accurate reduction and 
approximation of the fragments based on proper 
occlusion of the teeth, and that in go per cent of the 
cases of any type of fracture of the mandible the 
simplest and most effective method of fixation is 
intermaxillary wiring of the teeth. 

Emit C. Rositsnex, M.D. 


EYE 


Weeks, J. E.: Tuberculosis of the Eye. 
Ophth., 1926, 3 s. ix, 243. 

The various manifestations of tuberculosis in 
different parts of the eyeball and its adnexa are 
described briefly. The different tuberculins com- 
monly employed are compared and their use in 
diagnosis is discussed. The author comments also 
upon tuberculin treatment and its results. 

Tuomas D. Atten, M.D. 


Verhoeff, F. H.: A Case of Metastatic Intra-Ocular 
Mycosis. Arch. Ophth., 1926, lv, 225. 


Am. J. 


Verhoeff reports a case of metastatic intra-ocular 
infection with organisms which formed granules 
and clubs resembling those found in actinomycosis. 
The organisms differed from actinomyces in that 
the filaments which composed the granules were 
more delicate, unbranched, and gram-negative. 
They were not acid-fast. 

The eye was enucleated, but the patient had 
fever and enlargement of the liver, and there were 
evidences of endocarditis. Potassium iodide was 
administered, but the condition continued and 
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death occurred five months after the onset of the 
first symptoms. 
It is suggested that similar cases without ocular 
involvement may sometimes escape recognition. 
SAMUEL A. Durr, M.D. 


Lancaster, W. B.: The Fusion Faculty and Some of 
its Anomalies. Am. J. Ophth., 1926, 3 s. ix, 247. 


Lancaster briefly reviews the development of the 
fusion faculty in animals. In most lower animals 
the fusion faculty is little needed or developed. In 
the carnivora and animals that live in trees accurate 
judgment of distance is important. The eyes 
therefore turn forward so that the fields of vision 
overlap and binocular fusion develops. The mechan- 
ism necessary to secure binocular vision includes 
fibers connecting the eye and various visual centers 
and the motor apparatus. 

Points not on the horopter impressing points of 
the retina not identical give the sense of depth. 
Different lights and colors falling on corresponding 
points of the two eyes lead to rivalry of the two 
retinal fields and diplopia. Suppression of one retinal 
image is learned when it serves to meet the visual 
needs. Tuomas D. Aten, M.D. 


Suker, G. F., and Cushman, B.: An Improved 
Technique for Iridectomy for Glaucoma. Am. 
J. Ophth., 1926, 3 s. ix, 268. 


In iridectomy as performed by the authors a 
curvilinear conjunctival incision is made about 
half way between the limbus and the insertion of the 
superior rectus with its convexity toward the 
cornea. The flap is then dissected free from the 
limbus, of which from 6 to 8 mm. is exposed, and 
the dissection continued slightly beyond the limbus 
without splitting the cornea. A cataract knife is 
then introduced vertically 1 or 2 mm. above the 
limbus at either end of the exposed sclera and thrust 
1 cm. into the anterior chamber, just anterior to the 
iris, the section being then completed by an upward 
sawing cut to a point opposite the wound of en- 
trance. This gives a shelving serrated incision prac- 
tically through the scleral spur. 

The iris is seized with a forceps, drawn out gently 
and downward and forward toward the cornea. 
With an iris scissors, successive small nicks are made 
in the iris, one blade being kept under the upper 
scleral edge, until the opposite end of the section is 
reached. The iris is then drawn in the opposite 
direction and severed completely. 

The conjunctival flap is replaced by stroking with 
a spatula, Sutures are rarely necessary. 
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The advantages claimed for this method are the 
conjunctival flap, the cicatrix away from cornea 
tissue, a serrated scleral section favoring a filtering 
scar, and prompt healing. The tension is reduced 
and remains so without the use of miotics. After 
the operation, 1 per cent atropine may be instilled. 
The danger of late infection is very slight. Drawing 
the iris downward without tearing it favors the 
deposit of iris pigment in the wound. From twenty- 
four to forty-eight hours after the operation, the 
suspensory ligament and occasionally the ciliary 
body are visible through the coloboma. When the 
anterior chamber is obliterated the section may be 
made as in a cyclodialysis. Scopolamine and mor- 
phine are used before the operation in all cases. 

SAMUEL A. Durr, M.D. 


Obarrio, P.: Lid Traction the Greatest Safeguard 
Against Vitreous Loss in Cataract Operation. 
Am. J.Ophth., 1926, 3s. ix, 264. 


Decreased intra-ocular tension renders vitreous 
loss less probable, while pressure on the globe causes 
loss of vitreous by increasing the intra-ocular ten- 
sion. Traction on the lids causes collapse of the 
cornea and diminishes tension, making instru- 
mentation safer, particularly the use of a lens spoon 
or loop. The mechanical principles and the anat- 
omy involved are discussed. The speculum used 
by Obarrio is similar to de Lapersonne’s speculum. 
It has blades which fit well with little tendency to 
slip and between the arms and the blades are hinges 
which make it possible to rotate the arms backward 
or forward without disturbing the relation between 
blades and the lids. 

The assistant seizes the speculum as soon as the 
corneal section is completed and makes traction 
constantly on both lids until the eye is bandaged. 
The operator’s movements are anticipated in crder 
that he may be given the best exposure at all times. 

In enucleations, pressure is made on the lids to 
cause the eye to move forward. 

SamueL A. Durr, M.D. 


EAR 


Shambaugh, G. E.: The Development of the Mem- 
branous Labyrinth. Arch. Otolaryngol., 1926, 
ili, 233. 

According to Shambaugh, one of the difficulties 
in preparing sections for microscopic study of the 
internal ear is the securing of sections which will 
present the relationships in such a way that they can 
readily be understood. The labyrinth of the ear of 
the domestic pig is particularly suitable for such 
preparations because in the embryo as well as in 
the newborn pig, it can be separated with its capsule 
from the surrounding structures with little difficulty. 

Shambaugh describes and illustrates five prep- 
arations as follows: 

First preparation (Fig. 1). This 


preparation 


was obtained from a pig 3.5 cm. long. The section is 
horizontal, passing through the cochlea and vesti- 
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bule and the posterior part of the capsule which 
contains the semicircular canals. Included in this 
preparation is the stapes. The cartilage forming 
the anterior part of the stapes is directly continuous 
with that of the capsule, whereas the posterior 
border of the stapes has already separated from this 
capsular cartilage through the formation of con- 
nective tissue. 

The relations of the facial nerve and large blood 
vessels, the location of important structures such as 
the saccule, the utricle, and the maculz acustica, 
and the location of the semicircular canals in the 
posterior part of the preparation and of the coch- 
lea and ductus cochlearis in the anterior part are 
described in detail. 

Second preparation (Fig. 2). This preparation 
shows a marked advance over that from the 3.5- 
cm. embryo. The structures forming the beginning 
of the perilymphatic vestibule and those which 
enter into the formation of Corti’s organ are de- 
scribed. 

Third preparation (Fig. 3). This section again 
passes through the niche of the oval window, in 
which is recognized the cartilage forming the stapes. 
Attention is called to the thickening of the epithe- 
lium in the saccule and utricle for the formation 
of the maculw, and the plane of these two end- 
organs lying at right angles to each other. No sign 
of an otolith membrane is as yet seen. 

In the basal coil, at the lower right-hand corner 
of Figure 3, the absorption of the connective tissue 
reticulum surrounding the ductus cochlearis is well 
started. The beginning of a scala vestibuli above 
and of a scala tympani below is recognized. The 
upper wall of the ductus cochlearis goes to form the 
membrane of Reissner. The absorption of connec- 
tive tissue for the formation of the scala tympani is 
not advanced far enough to form a recognizable 
membrana basilaris. 

Fourth preparation (Fig. 4). In this preparation 
the cross section of the cochlea as known in adult 
life becomes recognizable. Attention is directed to 
the changes in the epithelial thickening forming 
Corti’s organ; also to the development of a sub- 
stantial membrana tectoria. The development of 
the scala tympani throughout the basal coil has 
progressed far.enough to permit the formation of 
the structure which is later recognized as the mem- 
brana basilaris, and in all but the apical coil the 
formation of the spiral ganglion is also well ad- 
vanced. 

Fifth preparation (Fig. 5). This section passes 
directly through the center of the modiolus, cutting 
the ductus cochlearis in each of the two and one-half 
coils in a manner which shows Corti’s organ to best 
advantage, that is, parallel with the pillars of Corti. 
The cartilage of the capsule has completely changed 
into bone, and there is a mechanism fully developed 
and apparently ready to receive impressions from 
the impulses of sound waves. It seems probable, 
therefore, that a newborn pig is capable of hearing. 

A. R. HoLttenper, M.D. 
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Hollender, A. R., and Cottle, M.H.: A Clinical and 
Experimental Study with Some Physical 
Agents in Partial Deafness: Preliminary 
Report. Arch. Otolaryngol., 1926, iii, 338. 


The authors made experimental and clinical 
studies in an attempt to establish a basis for the use 
of diathermy in the treatment of progressive un- 
differentiated defective hearing. They do not main- 
tain that electrophysical therapy is specific or 
that it replaces other measures which are known to 
offer a favorable prognosis, but state that in a large 
series of cases of chronic catarrhal deafness it has 
been found of some value even after other measures 
have failed. Further experience may show that it 
is possible thereby to arrest the symptoms of oto- 
sclerosis. 

The clinical improvement obtained is dependent 
upon four factors: (1) the nature and extent of the 
pathological changes, (2) the apparatus and elec- 
trodes used, (3) the manner in which the treatment 
is applied, and (4) the length of time the treatment 
is continued. 

The treatment should be applied on the basis of 
anatomical principles and continued over a long 
period. 

The time that has elapsed since the author’s 
experiments has been too short to warrant a decision 
as to the permanency of the improvement or cure. 

James C. BRASWELL, M.D. 


NOSE AND SINUSES 


Phelps, K. A.: Congenital Occlusion of the Cho- 
anz. Ann. Olol., Rhinol. & Laryngol., 1926, xxxv, 
143. 

Congenital occlusion of the choane may be 
membranous or bony, unilateral or bilateral, com- 
plete or incomplete, and accompanied by other 
congenital defects. It occurs in females twice as 
often as in males and is bilateral three times more 
frequently than unilateral. Unilateral occlusion 
occurs much more commonly on the right side 
than on the left. The condition does not seem to 
be hereditary. 

The symptoms of complete obstruction are strik- 
ing as the infant has great difficulty in breathing 
and in nursing and its nasal cavities are filled with 
a peculiar glairy, gelatinous secretion. Additional 
findings are anosmia, diminished lung expansion on 
the affected side, an increase in the blood pressure, 
incontinence of urine, dyspepsia, and dry pharyn- 
gitis. 

The symptoms of unilateral obstruction are 
less marked. The diagnosis is confirmed by the 
impossibility of passing a probe through the nose, 
by nasopharyngoscopic examination, and by palpa- 
tion with the finger in the nasopharynx. 

The recognized method of treatment consists in 
making an opening through the obstruction and 
removing it. In the author’s opinion, the posterior 
portion of the septum should also be removed. 

GerorcE R. McAuuirr, M.D. 
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Goalwin, H. A.: Some of the Newer Methods of 
X-Ray Examination of the Paranasal Sinuses, 
the Optic Canals, the Pharynx, and the Larynx. 
Laryngoscope, 1926, xxxvi, 235. 

In a rather detailed discussion of some of the 
newer methods of examining the paranasal sinuses, 
the optic canals, the pharynx, and the larynx with 
the X-ray, Goalwin calls attention to the fact that 
the roentgen examination of the paranasal sinuses 
is probably the most widely used laboratory pro- 
cedure in rhinology. 

He contends that the widely prevalent practice 
of making a diagnosis of sinus conditions from one 
or two roentgenograms may lead to serious error 
even in acute cases and is absolutely unreliable in 
chronic cases. The complete examination of the 
sinuses requires at least seven roentgenograms, a 
lateral, a postero-anterior, a cephalodorsoventral, 
a caudodorsoventral, and an axial roentgenogram 
and one each of the right and left optic canals. 

Each sinus has a normal illumination which 
depends upon its depth as well as the density and 
thickness of its walls and those of the skull. Before 
a decision is made with regard to the condition of a 
sinus, the normal illumination to be expected must 
be estimated. Such an estimate is made possible 
only by a full lateral and full postero-anterior view. 

The roentgenologist should be thoroughly familiar 
with all of the clinical and roentgenological aspects 
of the disease, any deformities of the head, and, 
needless to say, the finest details of the anatomy of 
the head. 

In roentgenography of the optic canals great 
precaution is necessary. ‘The size of the focal spot 
of the tube should be measured and the distance of 
the focal spot from the plate and of the canal from 
the plate should be noted. 

The size of the optic canal cannot be determined 
directly from the film. It must be calculated. 

The roentgenologist’s duty does not end when he 
makes a diagnosis. He should furnish the clinician 
with all of the anatomical data which can be deter- 
mined from the roentgenograms as these will be of 
aid in the treatment. A. R. HoLtenper, M.D. 


Dean, L. W.: The Diagnosis and Treatment of 
Paranasal Sinus Infections in Infants and 
Young Children Under Ethylene Anesthesia. 
Laryngoscope, 1926, xxxvi, 257. 

In Dean’s experience, sinus disease in infants 
and young children which is associated with severe 
systemic conditions such as arthritis, chorea, and 
nephritis has been slow to yield to treatment. 
Little difficulty has been encountered in diagnosing 
chronic sinus infection, but eradication of the last 
trace of the sinus disease has been less simple. 

Irrigation of the maxillary sinuses is best accom- 
plished under ethylene anesthesia. 

The diagnosis of sinus disease in infants and 
young children is facilitated by ethylene anesthesia. 
For operations on the nose or sinuses, chloroform 
and oxygen are preferred because, when they are 
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employed, the field is much less bloody and elec- 
trically driven suction machines may be used in the 
operating room with safety. 

Dean now uses a new technique in investigating 
the maxillary sinuses. Instead of inserting a long 
needle through the trocar that has been passed into 
the sinus, he attaches a syringe directly to the 
trocar and injects sterile normal salt solution into 
the sinus and aspirates it through the trocar. The 
trocar has an interior diameter three times that of 
the needle formerly used; therefore larger pieces of 
pus and thicker pus may be aspirated. ‘The tech- 
nique described obviates the danger of injuring the 
sinus wall by a second needle which, as originally 
used, projected beyond the end of the trocar. 

The material aspirated is examined macroscopi- 
cally for pus and sent to the laboratory for micro- 
scopical examination and culture. 

A. R. Hotitenper, M.D. 


Lodge, W. O.: Observations on the Frontal Sinus. 
Brit. M. J., 1926, i, 607. 

During quiet intervals in recurrent catarrhal 
inflammation a diagnosis is difficult as the nasal 
chambers appear healthy, transillumination is of 
no help, and roentgenograms are negative. Hence 
most reliance must be placed on the history. 

The continued use of an oily spray containing 
methol, chloretone, etc., may ward off an attack, 
and during an attack the introduction beneath the 
middle turbinate of cotton pledgets wet with cocaine 
and adrenalin may give relief. Resection of the 
anterior portion of the middle turbinate, with or 
without probing and dilatation of the duct, yields 
more consistently satisfactory results. 

Mucocele is less frequent in the frontal sinus than 
in the other sinuses. Its development is favored 
by closure of the outlet and the absence of pyogenic 
organisms. Surgery is the treatment indicated. 

[Empyema is due to ascending infection from the 
nose resulting from trauma, influenza, the presence 
of foreign bodies, or ethmoid suppuration., In this 
condition also surgery is indicated. 

Among miscellaneous affections discussed are 
tuberculosis of the frontal bone, gummatous perios- 
tilis, sarcoma, and osteoma. 

Grorce R. McAutirr, M.D. 


Schreiner, B. F.: A Report on Fifty-Four Cases of 
Malignant Neoplasms of the Antrum of 
Highmore. Arch. Clin. Cancer Research, 1925, i, 65. 

Schreiner reports on fifty-four cases of tumor of the 

antrum of Highmore, on forty-one of which a 

biopsy was performed. ‘Thirty-three of the neo- 

plasms were classified as epitheliomata, three as 
spindle-cell_ sarcomata, three as myxosarcomata, 
and two as giant-cell sarcomata. The remaining 
thirteen, which were not examined by biopsy, were 
clinically malignant. 

In the period from 1914 to 1920 the treatment 
usually consisted in the surgical removal of as much 
of the tumor as possible. In one case, treated in 
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June, 1916, resection of the superior maxilla was 
done and followed by the introduction of radium 
into the cavity of the antrum and the application of 
low-voltage X-rays from the outside. This patient 
has been clinically well since November, 1916. 

Since 1920 the practice has been varied. In many 
cases, the implantation of bare tubes into the 
tumor mass in the antrum has been done through 
the mouth and in some instances directly through 
the hard palate which was eroded. ‘The remaining 
cases have been treated by the insertion of radium 
seeds or radium tubes filtered through 2 mm. of 
brass and 1 mm. of rubber through an opening 
made above the alveolar process. While in all of 
the cases treated up to 1920 the radium application 
was supplemented by low-voltage X-rays applied 
from the outside or by radium packs at a distance 
of 6 cm., more recently high-voltage X-ray treat- 
ment divided over a period of from ten to twelve 
days has been used in the cases in which radium 
seeds have been implanted or radium tubes applied. 
It has often been necessary to remove sequestra 
weeks or months following the treatment. 

The results are summarized as follows: 

1. Five patients who had an epithelioma of the 
antrum of Highmore have been clinically well for 
periods ranging from six months to nine years. 

2. ‘Two patients treated for giant-cell sarcoma of 
the antrum are clinically well eight and one-half 
years and five years respectively after radical sur- 
gery and radiation. 

3. Of the three patients with spindle-cell sar- 
coma, one has had relief for a year but the two 
others show no improvement. 

4. The three patients with myxosarcoma failed 
to respond to treatment and died. 

5. When the disease has metastasized to the 
regional lymph nodes, improvement has only been 
temporary. A. R. Hotienper, M.D. 


MOUTH 


Regaud, C.: Radium Therapy in Cancer of the 
Tongue and Secondary Involvement of the 
Lymph Nodes (Ueber die Radium therapie der 
Zungenkrebse und ihrer sekundaeren Druesener- 
krankungen). Strahlentherapie, 1925, xxi, 73. 

The author reports upon the results of radium 
irradiation in 174 cases of cancer of the tongue 
which were treated at the Radium Institute of the 
University of Paris in the period from 1920 to 1923. 
A clinical cure, i.e., disappearance of the local tongue 
affection, was obtained in eighty-one cases (46.5 
per cent), but in thirty-nine of these death resulted 
from metastases in the lymph nodes. At the Can- 
cer Congress at Strassburg in 1923 the author 
reported upon the twenty-four cured cases which 
were irradiated in 1920 and 1921. Since, in the 


meantime, there has been only one death from 
recurrence of the cancer, he considers it justifiable 
to regard as permanent cures the newly published 
Cures were obtained more frequently in 


cases. 
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carcinoma of the anterior portion of the dorsum of 
the tongue than in those of the posterior portion. 

When the ulcer is very small, the diagnosis not 
entirely certain, and the excision of a specimen 
would be equal to total extirpation of the lesion, 
the treatment should be surgical. Other cases come 
within the scope of radium treatment. 

Following a brief description of the most effective 
method of treating with radium, the author dis- 
cusses the metastases in the lymph nodes. Whereas, 
for the primary tumor, he prefers radium puncture 
with 44-mm. platinum needles, he states that this 
procedure has not stood the test in the treatment 
of metastases in the lymph nodes. Whenever possi- 
ble, he does an extirpation and follows it by irradia- 
tion as he sees in the great volume of tumors of the 
lymph nodes a cause for the failure of the radium 
therapy. Only when operation is impossible with- 
out laying open the carcinomatous area does he 
give radium treatment alone. 

When lymph-node involvement is not evident, 
prophylactic irradiation is necessary only in cancer 
of the base of the tongue. In carcinoma of the pos- 
terior portion of the dorsum, radium gives very poor 
results; therefore the author prefers roentgen-ray 
irradiation for this condition. BERNSTEIN (Z). 


PHARYNX 


Mosher, H. P.: Exostoses of the Cervical Vertebrze 
as a Cause of Difficulty in Swallowing. Luryn- 
goscope, 1926, Xxxvi, 181. 

Orton, H. B.: Anterior Dislocation of the Atlas as 
a Cause of Inability to Swallow Solid Foods. 
Laryngoscope, 1926, xxxvi, 188. 

MosuER reports two cases of exostosis of the 
cervical vertebra causing difficulty in swallowing. 
In the first case, that of a woman of 74 years, the 
X-ray showed exostoses of the bodies of the fifth 
and sixth vertebra, while in the second, that of a 
young woman, it revealed exostoses of the bodies of 
the sixth and seventh vertebra. 

ORTON cites the case of a child of 3 years who 
regurgitated or expectorated all solid foods as soon 
as they were given. The child had not been delivered 
with instruments, but it was claimed that the 
attendant, in awaiting the arrival of the doctor, 
retarded the birth of its head. The child was 11 
months old before he was able to sit up and 7 or 8 
months old before he was able to hold up his head. 
X-ray examination revealed an anterior dislocation 
of the atlas. The author reports the case because of 
the infrequency of this condition as a cause of 
difficulty in swallowing. 

GEORGE 
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Eliason, E. L.: Inclusion Cysts of the Hyomandibu- 
lar Region. 7h rap. Gac., 1g26, 1, 238. 


inclusion 
The first bran- 


The author gives the embryology of 
cysts of the hyomandibular region. 
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Fig. 1. The sublingual type of cyst occurring above 
the geniohyoid muscle. 


chial cleft locates cysts that appear in the aural, sub- 
maxillary, sublingual, and submental regions. The 
lining of such cysts reproduces the structure of the 
ectoderm or entoderm. If the external groove fails 
to become entirely obliterated and closes only at the 
external surface, an inclusion cyst will be the result. 
This cyst will be laterally placed and lined with 
epidermis. If it ruptures externally or is opened, 
a branchial sinus (not fistula) results. ‘These cysts 
have a thick, tough wall composed of all the skin 
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The submental type of cyst. Note the genio- 


Vig. 2. 
hyoid muscle above and the mylohyoid muscle below. 
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Vig. 3. The anatomical structures with which the development of the hyoman- 


dibular cleft is concerned, 


layers and contain the products of skin activity, 
namely, sebaceous matter, hair, and desquamated 
epithelium. 

If the ventral or inner groove fails to unite entire- 
ly, a pharyngeal diverticulum results. If it unites 
only on the pharyngeal surface, a branchial inclusion 
cyst is formed. The lining of this type of cyst is of 
entodermic origin and is composed of mucous 
membrane with a basement layer of columnar epithe- 
lium. 

These cysts have a thin, friable wall and contain 
a mucoid substance; lymphoid tissue is abundant 
and striated muscle, mucous glands, and:islands of 
cartilage may be found. 

Sublingual cysts or midline cysts come from the 
ectoderm of the first branchial arch and lie at the 
base of the tongue above the geniohyoid muscle or 
between it and the mylohyoid muscle. 

The clinical symptoms of inclusion cysts depend 
upon the position of the cyst. The mass causes a 
sense of fullness rather than true pain. Cysts of the 
aural type appear just below and in front of the ear 
while those of the submaxillary type appear as gradu- 
ally increasing swellings between the angle of the 
jaw and the hyoid bone. The sublingual type of 
cyst appears just beneath the mucous membrane of 
the floor of the mouth. Cysts of the submental 
type cause no inconvenience, but are extremely un- 
sightly. 

The author reports five cases of inclusion cysts in 
the hyomandibular region. 

Howarp A. McKnicat, M.D. 


Beykirch, A.: A Discussion of the Clinical Aspects 
and Histology of Struma and Their Relation- 
ship to One Another on the Basis of the Struma 
Material in Goettingen, 1922-1924 (Klinik und 
Histologie der Struma in ihrem Verhaeltnis zu ein- 
ander, kritisch bewertet an Hand des Goettinger 
Strumamaterials, 1922-1924). Beitr. cs. klin. Chir., 
1925, CXXXV, 1605. 

The author reviews the clinical syndrome and the 
histology of 185 cases of struma. The large follicular 
proliferating forms of struma are very common in 
Goettingen. Most of the subjects are at the age of 
puberty. All of the other forms occur at a more ad- 
vanced period of life. Frequently a mixed form 
with large and small follicles is seen. 

In the choice of treatment (iodine treatment or 
operation) the clinical symptoms, particularly 
those of hyperthyroidism, must be taken into con- 
sideration. The clinical symptoms of proliferating 
struma are sometimes due to mechanical causes 
and at other times to functional disturbances 
(hyperthyroidism). At the age of puberty, iodine 
treatment must therefore be given only with great 
care. Operative procedures result with certainty in a 
reduction in the size of the gland without functional 
disturbances. 

The Basedow struma and nodular struma belong 
to a more advanced period of life. In these types 
hyperthyroidism is less frequent. Everything in- 
dicates that hyperthyroidism is by no means en- 
tirely dependent upon the thyroid gland; other 
factors are involved. All in all, the hereditary goiter 
anlage and the constitution and age of the struma 
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are of importance. Struma is responsible for a large 
number of syndromes and as regards its functional 
manifestations should be judged only from the 
complete picture presented in the particular case. 
Kocu (Z). 


Aleman, O.: Two Cases of Anterior Mediastinot- 
omy for Struma Intrathorax. Acla chirurg. 
Scand., 1926, |x, 135. 

The author reports two cases of intrathoracic 
struma with well-marked symptoms of compression 
of the mediastinal organs. In both, the extirpation 
of the struma by the Sauerbruch-Schumacher 
anterior longitudinal mediastinotomy was followed 
by a good result. 


The Medical 


Ann. Clin. 


Clute, H. M., and Mason, R. L.: 
Treatment of Hyperthyroidism. 
Med., 1926, iv, 673. 

While it is generally admitted that the removal 
of part of the thyroid gland is the safest, surest, and 
quickest method of checking the course of hyper- 
thyroidism, the authors emphasize the importance 
of intensive medical treatment before and after 
thyroidectomy. The high metabolic rate is best 
treated with rest. As persons with exophthalmic 
goiter do not adjust themselves readily to rest in 
bed, they must be persuaded to control their cease- 
less, wasteful movements and excited conversation. 

Next in importance to rest is diet. It has been 
estimated that a man with a metabolic rate of 50+ 
who is doing a moderate amount of muscular work 
requires 6,000 calories daily to maintain his weight. 
To furnish a diet of from 3,000 to 6,000 calories 
daily, the patient should be given his favorite foods. 

Iodine is the only drug of demonstrated merit 
tending to reduce the basal metabolic rate in hyper- 
thyroidism. It should not be given in cases of ade- 
noma. 

A very troublesome sequela of hyperthyroidism 
is auricular fibrillation. In the authors’ clinic this 
condition has been found in about 35 per cent of the 
definitely toxic patients. Hamilton states that 
paroxysmal attacks of auricular fibrillation associ- 
ated with thyroid toxicity cease permanently when 
the toxicity is corrected. This is true only of the 
purely thyroid heart and not of long-established 
cardiac conditions. | ArrHur L. SHrerrLer, M.D. 


Musser, J. H.: Exophthalmic Goiter and Tuber- 
culosis. Ann. Clin. Med., 1926, iv, 620. 


Primary tuberculosis of the thyroid gland is very 
rare; after puberty, thyroid tuberculosis is secondary 
to pulmonary tuberculosis. ‘Tuberculosis is more 
frequently mistaken for hyperthyroidism than 
hyperthyroidism for tuberculosis. ‘The author has 
seen six cases of tuberculosis which had _ been 
treated for hyperthyroidism. Symptoms common to 
both conditions are a loss of weight, fatigue, de- 
bility, nervousness, and diarrhoea. Anorexia is 
usually absent in hyperthyroidism but present in 
tuberculosis. 
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Hyperthyroidism is characterized by marked 
over-action of the heart, a pronounced vasodilata- 
tion, an increase in the metabolic rate, and a marked 
increase in the pulse pressure. In tuberculosis the 
pulse pressure is usually low and the temperature 
usually rises daily. In the diagnosis of tuberculosis 
the von Pirquet test is very valuable and the 
presence of crackling rales with granular breathing 
is suggestive. Artuur L. SHrerrter, M.D. 


Koopman, J.: Conjugal and Luetic Basedow’s 
Disease (Ueber konjugale und luetische Base 
dowsche Krankheit). Wien. klin. Wehnschr., 1925, 
XXXVI11, 1159. 

The occurrence of the same disease (cancer, dia 
betes, etc.) in both husband and wife is so seldom 
observed that no conclusion can be drawn from it. 
Nevertheless the author regards the case of con 
jugal Basedow’s disease which he reports in this 
article as of importance because of the rarity of the 
condition in both husband and wife and because it 
affords an insight into the pathogenesis of certain 
cases. 

Koopman defends the not new but apparently 
little known theory of the occurrence of a luetic 
Basedow’s disease. This theory has received most 
attention in the French literature. According to 
Leonard, 30 per cent of cases of Basedow’s disease 
are of luetic origin. It may appear very early after 
the syphilitic infection (three months) or very late 
(twenty-three years). ‘Tabes and hereditary lues 
may also cause it. Therefore the Wassermann test 
should be made in every case of Basedow’s disease. 

In cases of luetic origin iodine has often an as- 
tonishing effect. Luetic Basedow’s disease can be 
quickly cured. Hirscu (Z). 


Brodersen, N. H.: Tetany Following Operations on 
the Thyroid Gland (Tetanie nach Operationen 
an der Schilddruese),. Norsk. Mag. f. Lacgevidensk., 
1925, Ixxxvi, 1293. 

In the period from January 1, 1920, to June 30 
1925, 647 thyroidectomies were performed at the 
City Hospital of Drammen. ‘Tetany occurred in 
five cases. In the 301 cases in which the operation 
was performed for exophthalmic goiter or adenoma- 
tous goiter with hyperthyroidism, tetany occurred 
in four (1.3 per cent), while in the 346 in which it 
was done for simple goiter, tetany occurred in one, 
0.3 per cent. ‘There were no deaths. 

Why the tetany occurred in these cases cannot 
be stated with certainty. In every case in which it 
developed, it followed a radical operation in which 
only a small portion of the left lobe was left behind. 
In a few rare cases it appears to be an unavoidable 
complication of the radical operation. ‘Three of the 
patients whose cases are reviewed were 21, 17, and 
15 years of age, a fact which possibly indicates the 
necessity for special care in operations on young 
persons. ‘The chief remedy against tetany is calcium 
lactate. Parathyroid tablets are not at all certain 
in their effect. Koritzinsky (Z). 
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Lahey, F. H.: The Transplantation of Parathyroids 
in Partial Thyroidectomy. Surg., Gynec. & Obst., 
1926, xlii, 508. 

Since parathyroids are occasionally removed at 
operation and identified in the laboratory, they 
should be carefully searched for in the specimen re- 
moved at operation and, if found, transplanted. 

The most convenient site at which to transplant 
them is the belly of the sternomastoid muscle. Care 
must be taken to see that the cavity into which they 
are transplanted is dry. James C. Braswet, M.D. 


Simpson, W. M.: A Clinical and Pathological Study 
of Fifty-Five Malignant Neoplasms of the 
Thyroid Gland. Ann. Clin. Med., 1926, iv, 643. 

Simpson presents a report on fifty-five malignant 
neoplasms of the thyroid gland, fifty of which were 
carcinoma and five sarcomata. The cases in which 


these tumors were found constituted 4.03 per cent 
of a surgical series of 1,290 cases of non-exophthalmic 





INTERNATIONAL ABSTRACT OF SURGERY 


goiter. No malignancy was found in purely exoph- 
thalmic goiters. Seventy-two per cent of the malig- 
nant tumors occurred in women. Sixty per cent 
were unsuspected before the histological ex- 
amination. 

Every hard nodule in the thyroid of a person over 
30 years of age should be viewed with suspicion, 
especially if there is a history of relatively rapid 
increase in the size and hardness of a previously 
quiescent goiter. In the advanced stages, metas- 
tasis to the lungs and bones is common. 

In 30 per cent of the cases reviewed by the 
author the carcinoma was of the medullary type. 
Tumors of this type grow with the greatest rapidity 
and frequently recur and form metastases. In 60 
per cent of the cases the tumor was an adenocarci- 
noma, and in 4 per cent of the scirrhous type. Sar- 
coma of the thyroid conforms in its growth char- 
acteristics to sarcoma arising elsewhere in the body. 

Artuur L. SHREFFLER, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Pauli, W. E., and Von Redwitz, E.: Remarks on the 
Construction and Use of the Meyer-Schlueter 
Sound (Bemerkungen zur Konstruktion und 
Verwendung der Meyer-Schlueterschen Sonde). 
Deutsche Ztschr. f. Chir., 1925, exciii, 343. 

Pauli and von Redwitz recommend the sound 
devised by Meyer and Schlueter for measuring the 
electrical resistance of brain tissue in operations on 
brain tumors. According to their own experience 
in several cases and according to reports from 
America, it is often of great value. 

The authors have changed its construction so 
that the electrodes may be moved toward each 
other and it is possible, by moving them, to deter- 
mine the extent of a tumor and to discover very 
small tumors. By the use of a head piece, the opera- 
tor himself can determine the resistance of the tis- 
sues during the performance of an operation. 

Von Repwitz (Z). 


Von Sarbé, A.: A Cured Case of Fat Embolism of 
the Brain Following Fracture of the Leg and 
Simulating Progressive Paralysis (Ein geheilter 
Fall von Fettembolie des Gehirns nach Unterschen- 
kelbruch, im Bilde der progressiven Paralyse ver- 
laufend). Klin. Wchnschr., 1925, iv, 1918. 

The most important sign differentiating cerebral 
fat embolism following fracture of a bone from 
other cerebral conditions is the free interval between 
the injury and the appearance of the cerebral 
symptoms. Usually signs of fat embolism of the 
pulmonary capillaries, such as a sticking sensation 
in the chest, shortness of breath, and cough, occur 
first, and from several hours to several days after 
the fracture there is complete loss of consciousness 
which occurs suddenly or is preceded by a stage of 
sleepiness. After severe symptoms of irritation, the 
most varied focal symptoms may be noted. 

The author reports a case of fat embolism of the 
brain following a complicated fracture of the leg 
in a man 56 years of age. The symptoms corre- 
sponded to those of progressive paralysis except 
that the negative result of the serological and spinal 
fluid examinations excluded parenchymatous syphi- 
lis. Undoubtedly the frontal and parietal lobes 
were chiefly affected by the embolism. Such an 
assumption explains the facial paralysis on the left 
side (focus on the right side in the anterior central 
gyrus), paralaxia (supramarginal gyrus), the par- 
arthria syllabaris, the verbigeration (third frontal 
gyrus), and the ultimate disturbance of the total 
function of the frontal lobes, the disorientation for 
place and time and the tendency of the patient to 
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play clownish tricks. In the course of two months 
the symptoms slowly receded and a complete 
mental recovery resulted. LEHRNBECHER (Z). 


Davis, L.: The Influence of Decompression Opera- 
tions on Experimentally Produced Papil- 
loedema. Arch. Surg., 1926, xii, 1004. 


In a large series of dogs, Davis produced a most 
ingenious imitation cerebral tumor by introducing 
sterile 2-gr. capsules of agar into various portions 
of the cerebrum and cerebellum through small 
burr-holes. When a subtemporal or suboccipital 
decompression was done immediately before or 
after the introduction of the agar, the animals did 
not develop papilloedema, and survived the opera- 
tion for several weeks until they were sacrificed, 
whereas when decompression was not done they 
died within 4 few days. 

In the case of ‘‘tumors”’ of the cerebellum, the 
subtemporal decompression appeared to be quite 
as effective in preventing symptoms as the sub- 
tentorial decompression. ‘The author questions the 
correctness of the current opinion that supraten- 
torial decompression is of no value in cases of sub- 
tentorial tumor. 

This study indicates that decompression will 
alleviate choked disk in cases of tumors of the 
brain. Davis states expressly, however, that he does 
not favor a palliative decompression if it is possible 
to localize and attack the original lesion. 

Tracy J. PurnamM, M.D. 


Winkelbauer, A.. and Brunner, H.: The Treatment 
of Traumatic Frontal Brain Abscesses (Zur 
Behandlung der traumatischen Stirnhirnabscesse). 
Arch. f. klin. Chir., 1925, cxxxvii, 160. 

Seven cases of frontal brain abscesses are re- 
ported. The abscess was correctly diagnosed in 
five. Psychic changes are of great aid in the diag- 
nosis. They were noted in four of the authors’ 
cases. They consisted in a tendency to play clown- 
ish tricks, a loss of ethical sense, stupor, somnolence, 
and a decrease in the perceptive powers. In four 
cases the diagnosis was further supported by very 
severe headaches and tenderness to percussion ovet 
the frontal bone. 

The temperature and cerebrospinal fluid are not 
very characteristic. Dizziness and vomiting (a long 
time after the accident) occurred in only one of the 
authors’ seven cases. The ophthalmoscopic find- 
ings are of greater significance. Papilloedema was 
found twice in five cases. In the authors’ opinion, 
the most reliable signs are the nature and site of 
the injury and the psychic changes. 

The success of operative treatment depends upon 
an early diagnosis. If the abscess is not recognized 
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until late it may rupture into the ventricles or 
meningitis may develop. ‘The authors attribute the 
relatively low mortality in their cases (28 per cent) 
to early diagnosis. 

The abscesses are best opened by an incision at 
the upper orbital ridge, displacement of the eyeball, 
and trephination of the orbital roof. This procedure 
is applicable particularly to acute abscesses. Late 
suppurations may be evacuated successfully by 
chiseling open the frontal bone. Bonn (Z). 


Locke, C. E.: The Differential Diagnosis of Brain 
Tumor: What May be Expected from Surgery. 
Ohio State M. J., 1920, xxii, 301. 

According to autopsy statistics, the incidence of 
brain tumor is between 1 and 2 per cent. In many 
cases death occurs before a correct diagnosis is 
made. The presence of papilloedema is not essential 
for the diagnosis. ‘The conditions which most 
closely simulate brain tumor are cerebral throm- 
bosis or softening, encephalitis, cerebral abscess, 
pachymeningitis hamorrhagica, luetic meningitis, 
apoplexy, uremia, diabetic coma, and chronic 
arachnoiditis. 

In the absence of syphilis, cerebral thrombosis or 
softening is more apt to occur beyond middle age 
and is associated with arteriosclerosis and hyper- 
tension. In such cases there is no history of head- 
ache. If papillocdema is present, it usually does not 
exceed 3 diopters. Roentgenograms of the skullasa 
rule show no changes. 

Encephalitis is more rapid in its onset than brain 
tumor and is associated with fever and stupor. 
Papillaedema is usually absent. The spinal fluid 
shows characteristic pleocytosis and diminished 
sugar reduction. In the presence of papilloedema, 
lumbar puncture is not safe. 

In cases of cerebral abscess there is usually a 
history of infection (otitis media, sinusitis, osteo- 
myelitis, carbuncle, etc.) The condition is character- 
ized by acute onset and associated with fever and 
leucocytosis. 

Pachymeningitis hamorrhagica usually occurs in 
elderly persons and is abrupt in its onset. As a 
rule, papillocdema is less marked than in brain tumor. 
The spinal fluid shows xanthochromia. 

Luetic meningitis is associated with involvement 
of the cranial nerves and nocturnal headache. 
Papilloedema is usually absent. The spinal fluid 
shows pleocytosis, increased globulin, and a posi- 
tive Bordet-Wassermann reaction. Aneurism of the 
basilar artery may be confused with this condition. 
Such aneurisms are associated with arteriosclerosis 
and produce few symptoms until sudden coma 
develops. 

Apoplexy is differentiated from tumor of the 
brain by the absence of papilloedema, while uramia 
and diabetic coma are differentiated by pathological 
findings in the urine and blood. 

Chronic arachnoiditis is very difficult to differ- 
entiate. This condition and brain tumor both call 


for surgery. 
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In describing the characteristics of the main types 
of brain tumors the author states that as endo- 
theliomata are encapsulated and do not invade the 
brain tissue, their removal can be effected without 
damage to the brain and may be followed by prompt 
recovery. These tumors and meningiomata are the 
most amenable to surgery. In cases of gliomatous 
cysts the prognosis depends upon the viscosity of 
the fluid. Gliomata in the posterior fossa are apt to 
become cystic. Adenomata occur in the pituitary 
gland and are benign. Their partial removal is 
indicated mainly to prevent destruction of the optic 
nerve. Neurofibromata occur chiefly on the eighth 
cranial nerve, and are benign and of slow growth. 
The treatment of choice for neurofibromata is 
Cushing’s intracapsular enucleation. 

The author reports two cases, one of successful 
evacuation of a gliomatous cyst and one of successful 
intracapsular removal of a cerebellar tumor. Both 
patients recovered and are now at work. 

ALBert S. Crawrorp, M.D. 


Olivecrona, H.: Remarks on Local Anesthesia in 
Intracranial Operations, with Special Refer- 
ence to Albromin as a Substitute for Novo- 
cain. Acta chirurg. Scand., 1926, lix, 552. 

When the services of an experienced anesthetist 
are not available for cases requiring intracranial 
operations the author regards it as advisable to 
extend the indications for local anwsthesia as far as 
possible. ‘The technique of the injection is described. 
As a local anesthetic, Olivecrona prefers albromin 
to novocain as it gives more complete and pro 
longed analgesia. 

In all of twenty-one cases in which albromin was 
used, analgesia was complete except when certain 
intracranial manipulations were done. It usually 
lasted for three or four hours. Unfavorable reactions 
have not been observed with doses ranging from 50 
to 130 c.cm. of a % per cent solution. 


Sewall, E. C.: An Operation for the Removal of the 
Sphenopalatine Ganglion. Ann. Olol., Rhinol. & 
Laryngol., 1920, Xxxv, 1. 

The author has little to add to Sluder’s work on 
the clinical aspect of presumed sphenopalatine 
neuritis. He believes that some trophic disturbances 
of the eye are due to sinus disease and are possibly 
transmitted through the ganglion. 

The operation which he outlines has been per- 
formed once, for tumor of the region. It is suggested 
as an alternative to injection of the ganglion with 
alcohol, etc., which he states has proved disappoint- 
ing. He describes the operation as he has worked it 
out on the cadaver, and suggests that it be per- 
formed under local anesthesia. 

The usual incision for a radical antrum operation 
is made at the gingivolabial junction. The perios 
teum and overlying cheek are raised from the bone 
and retracted and the antrum is opened with a 
chisel. A flap of mucous membrane is raised from 
the posterior wall and reflected downward. The 
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thin posterior wall is cracked, the fragments being 
removed with a hook-ended spatula. The contents 
of the sphenopalatine fossa are now revealed. 

No attempt is made to separate out the ganglion, 
but the contents are removed en bloc. The perios- 
teum is gradually separated, beginning at the nasal 
wall of the fossa. The palatine nerves and vessels 
are identified at the sphenopalatine foramen below. 
Dissection is then carried upward and the nasal 
branches are isolated. ‘These two bundles are 
clamped, cut, and ligated, and the mass thus freed 
is raised and its pedicle tied and cut. The mucous 
membrane on the posterior wall of the antrum is 
then sutured in place. Tracy J. Putnam, M.D. 


SPINAL CORD AND ITS COVERINGS 


Hultkrans, J. C.: An Unusual Cauda Equina Le- 
sion. Minnesota Med., 1926, ix, 169. 

The patient whose case is reported was a man 32 
years of age whose complaint was numbness of the 
toes and legs and loss of energy for three months, 
stiffness and weakness of the legs for one month, 
discomfort in the bladder for one week, and con- 
stipation for some time. Five years ago he had a 
luetic infection and for this was given mixed treat- 
ment during a period of four years. After treatment 
for three months the blood-Wassermann test was 
negative. 

The important findings were weakness of the 
flexors of the knees and ankles, numbness below the 
knees, partial anesthesia to all stimuli over the 
dorsum of the calves and heels, sciatic pain and 
tenderness, a questionable loss of position-sense of 
the great toes, and absence of ankle jerks. 

The spinal fluid was yellow and showed a positive 
benzidine test. The Nonne reaction was 3+, and 
the cell count 1184/3. The Lange gold solution 
curve was 0001112333. The spinal fluid coagulated 
on standing. The Wassermann test was negative. 

The signs and symptoms became more marked, 
and at the end of a week bladder retention developed 
and the patient was unable to stand. At a second 
spinal puncture the pressure readings were as 
follows: initial, 280 mm.; after jugular pressure, 
320 mm.; after the withdrawal of 5 c.cm. of spinal 
fluid, 30 mm.; and after jugular pressure, 100 mm. 
The fluid was yellow, and on standing showed a 
gelatinous web. The Nonne reaction was 2+, and 
the cell count 488/3 (mostly lymphocytes). ‘The 
Wassermann and colloidal gold tests were negative. 
Cistern puncture was not done. Following the 
injection of 1.5 c.cm. of lipiodol through the lumbar 
puncture needle, X-ray examination showed a dis- 
seminated drop-like arrest opposite the two lower 
lumbar vertebre. 

Operation revealed bony exostoses of the fourth 
lumbar laminz pressing upon the cord posteriorly, 
fibrous thickening of the dura opposite the third 
lumbar vertebra, and subarachnoid block. Under 
the area of pressure the cord was of a darker color. 
No tumor was found. 
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Recovery was complete except for absence of 
ankle jerks and some residual impairment of sensa- 
tion in the calves. 

The author reviews the literature on the use of 
lipiodol, citing experimental work and reports for 
and against it. In some cases the oil is irritating 
and may become encysted. It is valueless if no 
block is present, but is of aid in cases of subarach- 
noid obstruction. It is of value chiefly for accurate 
localization. 

AHRENS, in discussing this paper, cited the case 
of a woman 32 years of age who sought treatment for 
spastic paraplegia with a sensory level at the first 
lumbar segment. Spinal fluid examinations, Quagen- 
stadt maneuvers, and an injection of lipiodol by the 
lumbar route were inconclusive. Lipiodol injected 
by cisternal puncture showed a total block at the 
level of the third cervical vertebra, and the sensory 
findings there changed to correspond to this level. 
Operation has not yet been performed. 

ALBertT S. Crawrorp, M.D. 


Verga, P.: Some Cystic Structures of the Spinal 
Dura Mater and an Interpretation of Their 
Pathogenesis (Di alcune formazioni cistiche della 
dura madre spinale e della loro interpretazione pato- 
genetica). Sperimentale, 1925, 1xxix, 763. 

Verga describes the macroscopic and microscopic 
picture of three cases of solitary cyst of the spinal 
dura mater. The cysts developed in the epidural 
tissue outside the dura mater, but were connected 
with the latter by a pedicle made up of a funnel of 
dura mater into which the arachnoid had penetrated 
and adapted itself, being apparently pushed in 
front of the vessels. The arachnoid, which lay 
between the dura and the vessels, was not adherent 
to either, and was thickest at the apex of the funnel. 
In all of the cases the condition was a chance finding 
at autopsy. One of the microscopic pictures shows 
how the arachnoid had cut off some of the fibers 
of the dura mater which had assumed a structure 
similar to that of pacchionian bodies. 

As these structures had no endothelial or epi- 
thelial covering, they were only pseudo-cysts. All 
of them were related to vessels which passed through 
the dura mater through an independent opening 
and did not accompany the spinal roots. It is 
unusual for the vessels not to accompany the spinal 
roots. The cyst walls did not have the structure of 
a meningocele, and there were no changes in general 
development such as are generally associated with 
meningocele. The cysts were situated on the side 
of the spinal cord, while meningocele is generally 
posterior or median, and they were found in old 
persons while meningocele generally occurs in 
young ones. The cysts differed from meningocele 
also in their relation to a vein. 

These cysts are doubtless caused by different 
factors. ‘There is proliferation and extraflexion of 
the arachnoid inside and even outside of the dura. 
Microscopic examinations indicated that this proc- 
ess is similar to that in the brain which brings about 
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the formation of pacchionian bodies. The pro- 
liferation of arachnoid takes place at weak spots in 
the dura, particularly preformed openings such as 
those for the passage of the vessels. It is difficult to 
determine the cause of this proliferation. In one of 
the author’s cases a purulent otitis was present. 

As the patients were all old persons, it is prob- 
able that there were mild processes of inflammation 
or irritation of the meninges, congestion, stasis, and 
temporary changes in spinal fluid pressure, but pro- 
liferation of the arachnoid alone could not cause 
the pseudo-cyst. The orifice through which the 
arachnoid passes is plugged by it, and spinal fluid 
cannot pass through it, at least not with sufficient 
force to distend the dura mater. However, when a 
vessel passes through the opening there may be 
enough space for the passage of spinal fluid, espe- 
cially when the size of the vessel is changed. The 
passage of spinal fluid is facilitated by obliquity of 
the course of the vessel. In the cases reported this 
was marked. Changes in the pressure of the spinal 
fluid also are of influence in the production of these 
cysts. 

None of the cysts reported had caused any 
symptoms. ‘This is not surprising as such cysts 
grow slowly and do not cause signs of compression 
because they are in communication with the intra- 
arachnoid space. Even when they are completely 
developed, they do not crowd the epidural space 
because there is a limit to the capacity of the dura 
mater for expansion. Moreover, their elongated 
form makes them readily adaptable to the intra 
vertebral space. Auprey G. Morcan, M.D. 


Landelius, E.: Experiences with Some Spinal 
Intradural Tumors. Acta chirurg. Scand., 1926, 
Ix, 180. 


In one case of intradural neuroma affecting the 
posterior nerve roots and one case of intramedullary 
tumor the author produced root pain in the locality 
of the spontaneous pains by increasing the cranial 

pressure during lumbar puncture by the Quecken- 
stedt test, viz., compression of the veins in the neck. 

In the first case the only symptoms were root 
pains and the segment diagnosis was made altogether 
from the localization of the pains after their nature 
and localization had been corroborated by the 
Queckenstedt test. 

The author suggests that this observation may 
prove of value in the diagnosis of spinal intradural 
tumors at an early stage before the development of 
paraplegia. 


PERIPHERAL NERVES 


Felix, Willy: Exeresis of the Phrenic Nerve in 
Pulmonary Affections (Die Phrenicus-Ausschal- 
tung bei Lungenerkrankungen). /rgebn. d. Chir. u. 
Orthop., 1925, xviii, 690. 


This article is a review of the most important 
facts concerning the history, anatomy, and tech- 
nique of artificial paralysis of the diaphragm. The 
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author discusses the priority of von Goetze. In 
1914, Friedrich recommended an approach to the 
dome of the pleura in order to reach deeper afferent 
fibers of the nerve. Kirschner in 1929 recommended 
disruption of the nerve if possible below its cervical 
roots. The suggestion of Walther Felix, made at 
about the same time, to approach the subclavian 
vein in order to disrupt the accessory phrenic, lies 
also within the realm of technical possibility. If the 
scalenus anticus muscle is followed downward, it is 
usually possible to reach well down to the vein. 
Pulling upward on the nerve stem may move the 
accessory phrenic which passes in front of the vein 
and thus identify it for division. 

With full knowledge of the so-called radical 
phrenicotomy of von Goetze the work of Felix was 
completed in 1922 and contains the results of his 
research conducted after t91g on the anatomical, 
experimental, and clinical aspects of the phrenic 
nerve and exeresis of this nerve. Up to 1923 von 
Goetze described his method as phrenicotomy plus 
division of the subclavius. On anatomical grounds, 
the staff of the Munich clinic have been unable to 
recognize this procedure as radical and have repeat- 
e lly expressed this viewpoint. It does not take 
into account the frequent variations of the phrenic 
on the other side of the subclavian nerve. Only 
since this criticism from the Munich clinic has von 
Goetze presented his procedure with a changed 
technique (Surgical Congress of 1924). 

The method he uses today is truly radical since 
he now divides not only the subclavian nerve but 
also other nerve branches which lie in the vicinity 
and follow a similar course (von Goetze’s subclavian 
accessory roots). All argument as to priority is 
groundless, since methods for the complete division 
of the phrenic were known before either the Felix 
or the von Goetze method appeared. It is emphasized 
that the operation, though simple, is associated with 
considerable danger because it is frequently per- 
formed by poor surgeons. One of Friedrich’s pa 
tients died from air embolism in the internal 
jugular vein. In the Munich clinic there were two 
cases of air embolism with a favorable outcome. 
Sauerbruch mentions among a total of 500 opera- 
tions two fatal haemorrhages due to a simple phreni- 
cotomy. Mistakes have been made repeatedly in 
the identification of the nerve. At the Munich 
clinic the sympathetic was divided once with a con- 
sequent Horner syndrome. The Sauerbruch clinic 
has received reports of seven injuries of the vagus —- 
one caused by a skilled surgeon—an injury of the 
thoracicus longus nerve with partial paralysis of 
the serratus anticus muscle, and an injury of the 
thoracic duct and the oesophagus. 

At the Munich and Zurich clinics there have been 
performed to date 250 phrenicotomies and exereses. 
In no instance has there been any hemorrhage 
which could be ascribed to the twisting out of the 
nerve. Neither has the operation ever been followed 
by the bursting of a lung abscess or the develop- 
ment of a pneumothorax as reported by von Goetze. 














SURGERY OF THE 
Both procedures for artificial paralysis of the dia- 
phragm —von Goetze’s operation and the exeresis— 
are effective, but exeresis is technically more sim- 
ple. 

According to the findings of investigations made 
to date, the effect of the permanent paralysis of 
the diaphragm on the function of important abdom- 
inal and thoracic organs is quite harmless. The 
contention of the Sauerbruch school that phreni- 
cotomy in general cannot be admitted to have an 
independent importance in the compression therapy 
of pulmonary tuberculosis is held to be correct, con- 
trary to the opinions of von Goetz and Frisch. In 
sixty cases treated by phrenicotomy alone at the 
Munich clinic, the operation was followed by rapid 
clinical improvement, but actual healing did not 
occur in any instance. Complete disappearance of 
a cavity as seen by von Goetze is very rare and 
should not influence the general prognosis. At the 
Munich clinic the occasional arrest of expectoration 
with considerable diminution in the size of small 
cavities subsequent to paralysis of the diaphragm 
is ascribed to the mechanical displacement or 
obstruction of the cavity outlet. 

On the basis of his experience at the Munich clinic 
during the past ten years, the author regards as of 
no importance the injuries supposed by Brauer to 
occur after permanent paralysis of the diaphragm 
in pulmonary conditions. Exeresis is contra-indi- 
cated, however, by severe cardiac pains. Whether 
long-continued tachycardia, which has been noted 
occasionally after exeresis (in Munich, two or three 
times in 250 cases) is to be ascribed to the twisting 
out of the nerve or to the high position of the dia- 
phragm, is still undetermined. ‘The author believes 
the latter is responsible. Emphysematous rigidity 
of the thorax is also a contra-indication. The dan- 
ger of spreading pus into the mediastinum by pull- 
ing the nerve out in the presence of a tuberculous 
empyema is not to be feared if force is avoided. In 
several cases of bronchiectasis treated by artificial 
paralysis of the diaphragm at the Munich clinic, 
definite improvement resulted but was only tem- 
porary. GRraF (Z). 


Gergely, J., and Markovits, S.: Clinical Lessons 
from 100 Operations on the Phrenic Nerve 
(Die klinischen Lehren aus too Phrenicus-Opera- 
tionen). Gyégydszal, 1925, Ixv, 922. 

Exeresis of the phrenic nerve gives the best re- 
sults in cases with the indications for pneumo- 
thorax, that is, cases with a free thoracic cavity, a 
freely movable diaphragm, and focal, propagating, 
and for the most part exudative-caseous pulmonary 
processes. In cases of basal or bilateral disease its 
results are less favorable. 

The curative effect of the procedure is due not 
only to compression, but also to immobilization 
and the elimination of unilateral traction. It gives 
very excellent results when it is carried out simul- 
taneously with artificial pneumothorax. Perma- 
nence of the pneumothorax is assured by it. 
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In cases of non-tuberculous processes of the lower 
lobe (abscess, bronchiectasis), it causes only symp- 
tomatic improvement at the most. In empyema, it 
considerably reduces the size of the cavity. 

Of eighty-nine cases in which exeresis of the 
phrenic nerve was done, forty-eight showed a good 
result; sixteen, symptomatic improvement; nine, 
no change; and four, an aggravation of the condi- 
tion. Twelve patients died. Makai (Z). 


SYMPATHETIC NERVES 


Mandl, F.: The Effect of Paravertebral Injections 
in Angina Pectoris (Die Wirkung der paraverte- 
bralen Injektion bei Angina pectoris). Arch. f. klin. 
Chir., 1925, CXXXvi, 495. 

Following a brief discussion of the syndrome of 
angina pectoris and the various theories as to the 
cause of the condition, the author reports sixteen 
cases in which he made paravertebral injections of 
'4 per cent novocain or '4 per cent tutocaine solu- 
tions. The injections were made from the first to 
the fourth dorsal vertebra or at one or two of these 
points and 15 c.cm. of the solution were injected at 
each point. No adrenalin was added to the solution. 

In twelve cases good results were obtained, and in 
six of these the effect has been lasting. These 
results justify the inclusion of paravertebral injec- 
tions among the therapeutic measures employed for 
angina pectoris. However, the injections are 
recommended only for cases in which medical 
measures have failed. 

The effect of the injections depends upon the 
exclusion of the sympathetic paths, the sensory 
supply of the heart and aorta. ‘The author does not 
state whether the parasympathetic paths are also 
interrupted. The long-continued effect of a single 
paravertebral injection (the injection was repeated 
in only one case), Mandl explains by the assumption 
that the interruption of the sensory paths produced 
a marked disturbance in the interplay between the 
sympathetic and parasympathetics. The failure of 
the treatment in some cases he attributes to the 
choice of the wrong segment for the injection or the 
use of a faulty technique. In conclusion he states 
that when care is taken, the procedure is without 
danger. STanL (Z). 


Melzner, E.: An Experimental Contribution on the 
So-called Periarterial Sympathectomy (Ix 
perimental Beitrag zur sogenannten periarteriellen 
Sympathektomie). Arch. f. klin. Chir., 1925, exxxvi, 
427. 

Following a periarterial sympathectomy on the 
renal artery of a dog, the author was unable to find 
in the kidney the slightest microscopic evidence of 
change. The examinations covered a period of from 
three to seventy days following the operation. The 
kidney with its extremely sensitive tissues remained 
practically unaffected by the apparently very 
marked changes in the peripheral circulation caused 
by the periarterial sympathectomy. Melzner says, 
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“How much less an effect can be expected in the 
extremities whose tissues have a so much grosser 
anatomical structure.”’ He believes that his experi- 
ments prove again that the innervation of the blood 
vessels is segmental. Srau (Z). 


MISCELLANEOUS 


Polissadowa, X.: Restoration of Innervation in 
Skin Transplants (Ueber die Wiederherstellung 
der Innervation bei Hauttransplantationen). Zen- 
tralbl. f. Chir., 1925, lii, 2166. 


The author made clinical studies with regard to 
the restoration of innervation in twenty cases of 
skin transplantation. In most of them a rhino- 
plastic operation with the use of a pedunculated 
flap had been done. Previous to its separation, the 
flap retained sensibility only in the vicinity of its 
pedicle, and immediately after its separation it 
lost all sensibility. The first sensations to be noted 
after the transplantation were those of touch in 
response to pin pricking. Pain was felt only after a 
month. Sensibility began at the periphery of the 
flap adjacent to normal tissue and progressed slowly 
toward the center at the rate of about 0.5 to 1.0 
cm. per month. Sensitiveness to temperature was 
the last to be noted. 

In addition, the author made histological inves- 
tigations in a large number of cases with regard to 
the presence of nerve elements. He found that the 
growth of nerves runs about parallel with the in- 
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crease in sensibility. Even after a long time, the 
flap had very few nerve fibers as compared with 
normal skin. Medullary nerve fibers were found in 
only one case, and nerve end-apparatus were not 
demonstrable even at the end of a year. 

VoLLuARDT (Z). 


Boyd, W.: Three Tumors Arising from Neuro- 
blasts. Arch. Surg., 1926, xii, 1031. 


Three cases of tumor in children are reported. 
In the first case, the origin of the neoplasm appeared 
to be in the medulla of both suprarenals and there 
were metastases in the liver, lymph glands, ribs and 
cranium. The tumor was composed mainly of well- 
differentiated cells together with small, more primi- 
tive cells and bundles of neurofibrils, but without 
rosettes. 

In the second case, there was a ganglioneuroma 
arising in the ganglia of the left abdominal sympa- 
thetic chain and associated with metastases in the 
ribs and cranium and maldevelopment of the left 
suprarenal medulla. 

In the third case, a neuro-epithelioma of the 
retina had metastasized to the liver and other 
viscera. 

All three neoplasms may be regarded as develop- 
mental tumors arising from neuroblasts at different 
stages of development. The first two spread appar- 
ently by way of the lymphatics and the third by 
the blood stream. In all, the striking metastases were 
in the cranium. Tracy J. Purnam, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Guy, J.,and Elder, H.C.: Radiographic Exploration 
of Broncho-Pulmonary System by Means of 
Lipiodol. Edinburgh M. J., 1926, n.s. xxxiii, 269. 

For roentgenographic exploration of the broncho- 
pulmonary system the authors inject lipiodol by 
the intercricothyroid route following preliminary 
anesthetization of the parts. They then guide 
the lipiodol into the portion of lung to be studied by 
having the patient assume the most favorable posi- 
tion therefor. 

Fluoroscopy is used to ascertain whether this has 
been accomplished, and roentgenograms are made 
as quickly after the injection as possible. Such 
complications as have occurred have been of little 
consequence. In the authors’ opinion the results 
justify wide application of the method in the diag- 
nosis of bronchopulmonary affections. 

ApoteH Hartunc, M.D. 


Clerf, L. H.: Foreign Bodies in the Tracheobron- 
chial Tree: A Report of Cases in Which Bron- 
choscopy Was Not Done. Laryngoscope, 1926, 
XXXxvi, 206. 

The author discusses the probability of the spon- 
taneous expulsion of a foreign body from the 
tracheobronchial tree. He states that before the 
use of the X-ray, statistics which showed the in- 
cidence of such expulsion to be 46 per cent were 
misleading because expulsion was then one of the 
chief indications of a foreign body. Jackson esti- 
mates the incidence of spontaneous expulsion as 
between 2 and 3 per cent. 

Clerf advises against inversion of the patient 
because of the danger that the foreign body may 
become lodged in the glottis and produce asphyxia- 
tion. 

He mentions the many bends in the bronchial 
tree, its entrance narrowed by the glottic chink, 
tracheal reflexion tending to close the glottis, and 
the force of gravity and anatomical and physio- 
logical factors working against spontaneous ex- 
pulsion. 

The probability of spontaneous expulsion is in- 
fluenced also by the nature of the foreign body. 
Theoretically, sharp elongated bodies will never 
be coughed up. They usually lie point uppermost 
and offer little surface to the expiratory blast. 
Heavy metallic objects, especially if round, tend to 
seek lower portions of the tree and to block the 
bronchus. Peripheral to them, air is absorbed and a 
negative pressure is produced. Proximally, a ring 
of inflammatory tissue holds them down. Expulsion 
of vegetable substances is rare, probably because 
of the swelling of the glottis caused by their ten- 


dency to lodge in the subglottic space and because 
of the large quantity of secretion caused by the 
septic bronchitis and laryngeal spasm. The longer 
a foreign body has been in place the less the proba- 
bility that it will be coughed up. 

Instances of the spontaneous expulsion of prac- 
tically every type of foreign body are cited, but 
Clerf emphasizes the fact that these are exceptions 
and advises strongly against waiting for such expul- 
sion. In conclusion he quotes Jackson as follows: 

‘We do full justice to our patients when we tell 
them that while the foreign body may be coughed 
up it is very dangerous to wait; and, further, that 
the difficulty of removal increases with each hour 
the body is allowed to remain.” 

Jerome R. Heap, M.D. 


Clerf, L. H.: Bronchoscopic Aids in Thoracic Sur- 
gery. Surg. Clin. N. Am., 1926, vi, 281. 

Clerf states that bronchoscopy, while of great 
value in the treatment of acute suppuration in the 
upper and middle lobes of the lung, cannot take the 
place of surgery in the treatment of chronic suppura- 
tion with extensive bronchial dilatation and fibrosis 
or large abscess cavities situated peripherally. 

He reports the case of a 17-year-old girl with a 
history of chronic coughing and the expectoration 
of from 40 to goc.cm. daily of thick purulent sputum. 
The pathological changes were limited to the right 
lower lobe. Weekly aspirations resulted in a de- 
crease in the amount of sputum and relieved the 
foetid odor. Pneumography showed marked con- 
traction of the lower right lobe and marked dilata- 
tion of the bronchi down to the terminal ends, little 
parenchymatous tissue remaining. The patient’s 
general condition has now improved to such an 
extent that surgical intervention is feasible. 

Clerf reports also the case of a 33-year-old man 
with cough, fever, and profuse expectoration due to 
pathological changes in the right lung. Aspiration 
has been done six times. The first bronchoscopic 
examination showed pus coming from the orifices 
of all three lobes of the lung. After three aspirations, 
the upper lobe remained clear and the condition of 
the middle lobe was improved, but the amount of 
pus remained the same and the loss of weight con- 
tinued. Pneumography revealed a rather large 
cavity in the distribution of the posterior branches 
of the right lower lobe and involvement of a con- 
siderable portion of the middle lobe. As this collec- 
tion of pus is not favorably situated for spontaneous 
drainage through the natural passages, external 
surgery will be necessary. 

Pneumography is a very valuable aid in the locali 
zation of a pus collection and the determination of 
its extent. Ira Frank, M.D. 


197 





198 


Dworetzky, J. P.: Artificial Pneumothorax in the 
Treatment of Pulmonary Tuberculosis and Its 
Effects on the Larynx. Ann. Olol., Rhinol. & 
Laryngol., 1926, Xxxv, 42. 

The author observed that none of his patients 
with pulmonary tuberculosis who were treated by 
artificial pneumothorax developed laryngeal tuber- 
culosis, and that pre-existent laryngeal lesions were 
either cured or benefited by the collapse of the lung. 
In contrast to this finding, he and others have 
observed that approximately 25 per cent of persons 
with pulmonary tuberculosis who are not treated 
by artificial pneumothorax develop laryngeal 
tuberculosis. 

As he was unable to discover any statistics in the 
literature, the author wrote letters to numerous 
authorities inquiring as to their observations on this 
matter. In this way he collected a series of 1,592 
uncomplicated cases treated by artificial pneumo- 
thorax. Laryngeal involvement developed in only 
four. He obtained also reports on thirty-two 
patients with pulmonary tuberculosis complicated 
by laryngeal tuberculosis who were similarly treated. 
Of these, twenty-six showed improvement of both 
the pulmonary and the laryngeal lesion, two died, 
and in four the condition remained stationary. 

The beneficial effect of artificial pneumothorax 
on laryngeal lesions is attributed to the improve- 
ment in the general condition caused by the col- 
lapse of the lung, as the result of which the larynx is 
no longer continually bathed with bacilli-laden 
sputum and is relieved of the irritation caused by 
the cough. Jerome R. Heap, M.D. 


Feiermann, J.: The Care of the Bronchial Stump 
Following Amputation of the Lung (Zur Ver- 
sorgung des Bronchialstumpfes nach Lungen- 
amputation). Arch. f. klin. Chir., 1925, Cxxxvii, 300. 

In thirty operations on dogs the author tested the 
three methods of treating the bronchial stump after 
amputation of the lung, namely, the method of 
Tiegel, that of Friedrich and that of Meyer. In 
Meyer’s method the stump is crushed and’ ligated 
and then buried by peribronchial sutures similar to 
Lembert sutures. The author considers this method 
the best, but in burying the stump he uses a suture 
similar to the one used for the stump of the appen- 
dix, which is known as a ‘“‘diagonal suture.” 

Recently, in doing a resection of the lung in three 
dogs he divided the bronchus according to the 
method of Melnikoff and united the two branches 
end-to-end. The uniting sutures were peribronchial 
and similar to Lembert sutures. Dogs operated 
upon in this manner survived for almost three 
months, whereas those operated upon by the 
methods previously used survived, at the longest, 
for only seven days. 

In a modification of this method which has been 
used by Melnikoff in investigations on the cadaver, 
the smaller bronchus is fitted into the larger one for 
a distance of from 1 to 1.5 cm. after the removal of 
the mucosa. 
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The author considers the problem ef the care of 
the bronchial stump as solved experimentally, but 
reminds us that the condition in a healthy animal 
differs from that in the diseased human organism. 

Gass (Z). 


Miller, W. S.: A Study of the Human Pleura Pul- 
monalis: Its Relation to the Blebs and Bullz 
of Emphysema. Am. J. Roentgenol., 1926, xv, 399. 

During the past year several lungs used in studies 
of pulmonary tuberculosis have presented a peculiar 
wrinkled appearance of the pleura over more or 
less circular areas from 1 to 5 cm. in diameter. No 
adhesions were attached to them. The pleura was 
freely movable over the underlying pulmonary sub- 
stance, a fact which tended to differentiate the 
blebs from emphysematous bulla. With a view 
toward explaining this finding a study was made 
of the pleura with special reference to the elastic 
fibers. It was found that in normal pleura, anas 
tomosing fibers extended between the network of 
elastic fibers in the walls of the alveoli and the 
elastic fibers within the areolar and elastic layers 
of the pleura whereas when a bleb was _ present 
these anastomosing fibers were ruptured and the 
pleura was separated from the walls of the under- 
lying alveoli. 

In the cases studied, blebs were associated with 
a well-marked emphysema. Rupture of the walls 
of a dilated alveolus undoubtedly allowed the air to 
enter the areolar tissue and dissect the pleura from 
the underlying lung. Its extension may be arrested 
where the septa marking out a secondary lobule 
join the pleura or it may extend over a number of 
secondary lobules. 

During life, the cavity of a bleb is filled with air. 
The negative pressure within the thorax causes it 
to project beyond the level of the surrounding 
pleura. With the cessation of respiration, there is 
no longer an influx of air to keep the thin-walled 
space distended, and when the thorax is opened at 
an autopsy the negative pressure becomes a positive 
pressure and the bleb is practically emptied of air, 
this giving rise to the wrinkling of the pleura which 
has been described. 

In conclusion, the author suggests that some of 
the annular shadows mentioned in roentgen litera- 
ture may have been due to blebs. 

Apvoten Hartunc, M.D. 


Carlson, E., and Bunnell, S.: Can Pleural Effusions 
Following Thoracotomies Be Prevented by Arti- 
ficial Pneumothorax? Arch. Surg., 1926, xii, 919 


The authors have found that the dog can live for 
a short time with considerable positive intrapleural 
pressure. Eventually, however, it succumbs to ex- 
haustion. 

Pleural effusion does not result invariably when 
the pleura is damaged. In fact, in the authors’ 
experiments it was difficult to discover a method 
of constantly producing fluid. Merely denuding 


the chest wall of the pleura was unsuccessful. 
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when, in addition to stripping of the 


Even 
pleura over a considerable area, a rib was sawed 


longitudinally so that raw bone marrow was 
exposed to the aspirating effect of the negative 
pressure, no fluid resulted. Cauterizing by heat 
and then immediately curetting an extensive area of 
pleura produced fluid in some cases, but in others 
produced it in only small amounts or not at all. 
However, when cauterization by heat alone was re- 
sorted to, as in the last five experiments, considerable 
amounts of fluid resulted. 

Details of the operative technique and two tables 
showing its results are given. ‘The following con- 
clusions are drawn: 

1. If the artificial pneumothorax is under suf- 
ficient pressure to equal the dog’s greatest inspira- 
tory effort, the aspirating effect in producing pleural 
effusions will be prevented. Such a pressure is plainly 
incompatible with life, as it prevents air from enter- 
ing the lungs. If even much less pressure is used the 
dogs will die from interference with ventilation. 
The experiments indicate that not enough pressure 
can be used in artificial pneumothorax either to pre- 
vent or to lessen the formation of pleural effusion, 
which so frequently jeopardizes the results following 
thoracotomy. 

2. The old procedure of producing adhesions 
between the visceral and parietal pleura, which 
was advocated by Sauerbruck and others, gives 
better results. Aspiration of all the air following 
tight closure of the chest wall, and early and re- 
peated aspiration of any fluid formed is therefore in- 
dicated. The fixation of the visceral pleura to the 
thoracic wall by fine catgut sutures might assist in 
this process. 

3. Pneumothorax favors the increase and spread 
of pleural infection. 

4. The danger from excess of pressure of pneu- 
mothorax in healthy, normal persons with a normal 
mediastinum is by no means of minor importance. 

Car R, Steinke, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Clerf, L. H.: Cicatricial Stenosis of the Esophagus. 
Surg. Clin. N. Am., 1926, vi, 273. 

A cure of cicatricial stenosis of the oesophagus 
depends on the maintenance of nutrition and the 
use of a safe and effective method of dilatation. 
The fluoroscope, X-ray, and cesophagoscope should 
be used to differentiate the condition from malig- 
nancy, other forms of csophageal disease, and 
aneurism. The most common cause of cicatricial 
stenosis is the accidental ingestion of lye. Three 
cases are reported. 

‘The first was that of a 2-year-old child who had 
swallowed lye four months before its admission to 
the hospital. For four days the patient had been 
unable to swallow his saliva. In the author’s 
opinion, the administration of fluids by proctocly- 
sis and hypodermoclysis, and the performance of a 
gastrostomy followed by diagnostic cesophagoscopy 
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and possibly retrograde cesophagoscopic bouginage 
should result in a cure. 

The second case was that of a man 34 years of 
age who had had difficulty in swallowing for seven 
months. The Wassermann test was 4 plus. Exam- 
ination revealed evidence of extensive chronic 
oesophagitis and a tight stenosis 27 cm. from the 
teeth. A gastrostomy was done and a string placed 
by retrograde asophagoscopy. Dilatation will be 
carried out twice weekly until a No. 30 French 
bougie can be drawn up readily. The patient will 
then be taught to swallow a woven silk bougie, the 
size of which will be gradually increased to Size 4o. 
As luetic strictures have a tendency to contract, 
the dilatation must be long continued. 

The third case was that of a woman 60 years of 
age who drank lye five months before she was seen 
by the author. The X-ray showed obstruction at 
the level of the suprasternal notch and also 8 cm. 
above the oesophageal hiatus. As the patient's 
state of nutrition remained fair, a gastrostomy was 
not performed. Peroral cesophagoscopic bouginage 
was done at weekly intervals. The upper structure 
was rapidly dilated to admit a 5-mm. full-lumen 
cesophagoscope, and the lower stricture dilated with 
flexible tip Jackson bougies. Ira Frank, M.D. 


Reinecke, R.: Report of an Unusually Large Diver- 
ticulum of the @sophagus Adherent to the 
Pleura, and Its Surgical Treatment (Selten 
grosses pleura-adhaerentes (Esophagusdivertikel 
und seine operative Behandlung). Fortschr. a. d. 
Geb. d. Roentgenstrahlen, 1925, xxxiii, 949. 

The author reports the case of a man 44 years of 
age who had an unusually large diverticulum of the 
csophagus which penetrated deeply into the thorac- 
ic cavity. As feeding through a Witzel fistula for 
twelve weeks did not improve the patient’s poor 
condition, the one-stage radical operation was per- 
formed. The diverticulum was approached from 
the right and the back. After subperiosteal resec- 
tion of the ribs, an extrapleural exposure of the pos- 
terior mediastinum under positive pressure accord 
ing to the method of Enderlen afforded a very good 
view. The thick, firm diverticulum, which did not 
contract after the separation of the adhesions, was 
invaginated and doubly sutured over, and the flap 
of skin, muscle, and soft parts then completely 
closed. Death occurred suddenly a day and a half 
later. 

Autopsy revealed partial pneumothorax on the 
right side posteriorly, adhesions between the lung 
and pleura, and a firm hemorrhagic infarct the size 
of a pigeon’s egg in the left lung. GRAsHEY (Z). 


Melnikoff, A.: Dislocation of the Larynx and 
Trachea in the Extirpation of Tumors of the 


Cervical Portion of the (Csophagus (Zur 
Frage der Larynx- und ‘Tracheadislokation — bei 
Geschwulstextirpation in cervicalen (Esophagus- 


abschnitt). Zentralbl. f. Chir., 1925, lii, 2479. 


Carcinoma of the upper portion of the cesophagus 
often involves the posterior wall of the larynx and 





200 


trachea. In the removal of the upper portion of the 
«esophagus in such cases it is necessary to resect the 
entire larynx and a portion of the trachea. Because 
of the extensive mutilation caused by such a pro- 
cedure, the author has worked out, on cadavers and 
dogs, an operation in which, by simultaneously dis- 
locating the larynx and trachea, he removes only 
their posterior wall with the tumor. The larynx and 
a part of the trachea therefore remain connected 
with the tissues and vessels of the right side of the 
neck. 

The defect is then covered with flaps of skin. 
The lumina of the trachea, oesophagus, and pharynx 
are first sutured into the skin. At a subsequent 
operation the larynx and trachea are replaced in 
their former positions and united above with the 
pharynx and below with the trachea. This is best 
done at the time a plastic operation is performed to 
restore the cesophagus. 

The author hopes by this operation to preserve 
all the functions of the voice completely. 

DENCKS (Z). 
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MISCELLANEOUS 


Butler, P. F., and Habbe, J. E.: Problems in the 
Diagnosis and Treatment of Metastatic Tu- 
mors in the Chest. Radiology, 1926, vi, 400. 


While metastases of malignant tumors to the 
abdominal organs, spine, and long bones may be 
symptomless, they are more frequently associated 
with ascites, nerve root pains, or spontaneous 
fractures. Silent metastases are probably asso 
ciated more frequently with secondary new growths 
in the chest than with those in any other region. 

The majority of patients with well-advanced pul 
monary metastases are free from symptoms. Inorder 
to avoid unnecessary and even harmful operations 
in such cases greater cooperation is necessary be 
tween the surgeon and radiologist. 

Not all cases of metastatic malignancy in the 
chest are suitable for radiation therapy, but when 
indicated it usually causes marked amelioration of 
the symptoms and a temporary remission of the 
disease. STANLEY J. Seecer, M.D. 














SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Koontz, A. R.: Experimental Results in the Use of 
Dead Fascia Grafts for Hernia Repair. Ann. 
Surg., 19206, \xxxiii, 523. 


The work of Sencert and Nageotte on the trans- 
plantation of dead tissue is reviewed. In twenty-one 
operations on cats and dogs, Koontz used grafts of 
dead fascia which had been preserved in 70 per cent 
alcohol for from three to twenty-one days. Auto- 
grafts, isografts, and grafts from different species 
were employed. The animals were sacrificed from 
two to seven months after the transplantation. All 
showed firm union between the dead graft and the 
living fascia and no evidence of obstruction. Micro- 
scopic examination revealed a close intermingling of 
fibers. 

Large ventral herniw were produced in dogs and 
completely repaired by dead fascia grafts. 

Heteroplastic grafts took just as well as homo- 
plastic grafts. 

The article contains a number of excellent illus- 
trations. WituraM J. Pickett, M.D. 


Weeks, A., and Brooks, L.: The Treatment of 
Acute Peritonitis. California & West. Med., 
1920, XXIV, 022. 

The advisability of drainage in acute peritonitis 
has been discussed for many years, and although 
many surgeons now use it less frequently than 
formerly, the authors believe it is often indicated. 
It aids in removing the toxins and favors the 
evacuation of secondary abscesses through the 
drainage channel. Nothing should be given by 
mouth as it is necessary to reduce peristalsis to the 
minimum. 

Wet dressings as hot as the skin will bear should 
be applied over the entire abdomen. Abdominal 
distention is relieved most safely by tap water 
enemas or colon irrigations. 

It is advisable to give a suflicient quantity of 
opiates to relieve the pain but a quantity sufficient 
to keep the patient narcotized will paralyze the 
bowel and reduce the oxidative processes. 

Gastric lavage at intervals of three or four hours 
is used when the intestinal contents are regurgitated 
into the stomach. A duodenal tube may be kept in 
position for some time by strapping it after it has 
been properly passed. By this procedure the patient 
can take a considerable quantity of water into the 
stomach. Frequent gastric lavage begun early is 
essential. Five per cent sodium bicarbonate and 
5 per cent glucose are given by proctoclysis as a 
routine, and the flatus is removed by colonic irriga- 
tions. If an insufficient quantity of fluids is ab- 
sorbed in this way, from 1,500 to 2,000 c.cm. of 


normal salt solution are given beneath the fascia 
lata and 1,000 c.cm. of 1o per cent glucose solution 
are given intravenously once or twice daily. 

In cases with excessive vomiting and resulting 
alkalosis, large quantities of sodium chloride or 
50 c.cm. of a 5 per cent calcium chloride solution 
are given together with 1,000 c.cm. of a 10 per cent 
glucose solution administered intravenously, and 
from 1,500 to 2,000 c.cm. of salt solution are injected 
into the muscles, the bicarbonate solution then 
being omitted from the proctoclysis. 

It is necessary in these cases to keep up the body 
fluids so that the blood can carry oxygen in sufficient 
quantities; to give glucose to protect the liver func- 
tion; to keep up the chlorides; and to maintain the 
stomach at absolute rest so that the bowel will be 
placed at rest. 

The authors report a number of interesting cases, 
giving the history and treatment in detail. Recov- 
ery resulted in all. Harotp M. Camp, M.D. 


Steinberg, B., and Ecker, E. E.: The Effect of Anti- 
serum Against the Coli-Soluble Toxic Sub- 
stance of Bacillus in Bacillus-Coli Peritonitis. 
J. Exper. Med., 1926, xliii, 443. 

The authors carried out experiments on rabbits 
to determine the réle played by toxins in peritonitis 
and to elaborate an antitoxin of the bacillus coli. 
Injections of the toxins of the bacillus coli obtained 
by centrifugalizing a beef-broth culture and destroy- 
ing any bacilli remaining in the supernatant fluid 
caused peritonitis and death. 

An antiserum against the soluble toxic substance 
of the bacillus coli was elaborated from rabbits 
which were injected intravenously with the super- 
natant fluid of centrifugalized young cultures of the 
organism. When this antiserum was given intra- 
venously to twelve rabbits immediately or half an 
hour after the intraperitoneal injection of five 
times the usual lethal dose of bacillus coli, ten of the 
animals survived. I. Epwarp Bisukow, M.D. 


Sicard, Robineau, and Lichtwitz: Roentgeno- 
graphic Shadows Suggesting Calculi in Tuber- 
culous Pelviperitonitis (Ombres radiographiques 
pseudo-calculeuses symptomatiques d’une_ pelvi- 
péritonite tuberculeuses). Bull. et mém. Soc. mé1. 
d. hép. de Par., 1926, xiii, 127. 

A woman 35 years of age entered the hospital 
complaining of sciatica and pain in the right lumbar 
region. Several years previously she had fever and 
became emaciated, but did not cough or expec- 
torate. Except for this attack, she had always been 
well. At the time she entered the hospital her tem- 
perature was normal and her general health ex- 
cellent. 
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On X-ray examination the spinal column was 
found normal but the roentgenogram showed two 
large shadows in the pelvis which suggested bladder 
stones. One of these shadows was in front and to 
the right of the last sacral vertebra. It was the 
form and size of a pigeon’s egg and very much 
darker than the sacrum. The other was to the left 
of the fourth sacral vertebra and about the same 
density as the sacrum. ‘The physical and roentgen 
examinations of the lungs showed nothing abnormal. 
Cystoscopy revealed congestion of the bladder but 
no stones. 

At laparotomy a mass was removed from the 
pelvis. In this mass there were numerous caseous 
abscesses, some zones which were soft, and other 
zones which were sclerotic. Histological examina- 
tion revealed tuberculosis. 

The roentgen spots described are often seen in 
caseous processes in the lungs, but are rarely ob- 
served in tuberculous peritonitis because of the 
opacity, mobility, and length of the intestine and 
the extent of the peritoneum. They can be detected 
in pelviperitonitis because the pelvic peritoneum 
in the pouch of Douglas is out of the way of the 
intestines. Aubrey G. Morcan, M.D, 


Gutierrez, A.: Mobilization of the Root of the 
Mesentery; Its Surgical Value (Consideraciones 
acerca de la movilizaci6n de la raiz del mesenterio; 
su valor quirirgico). Rev. de cirug., Buenos Aires, 
1926, Vv, 65. 

To reach the lumbosacral sympathetics, retro- 
peritoneal tumors, and stones in the ureter in the 
region of the iliac vessels, the author makes an 
incision slightly below and to the left of the root of 
the mesentery and displaces the latter by blunt 
dissection upward and to the right. This exposes 
the structures in the right lumbar region as far as 
the lower border of the third portion of the duo- 
denum. 

By pulling the great vessels over to the left 
toward the midline, the right lumbar sympathetic 
trunk may be reached, and by prolonging the in- 
cision at the lower end slightly to the left and dis- 
placing the vessels to the right, the left lumbar 
sympathetic trunk is exposed. To reach the sacral 
trunk it is necessary only to continue the lower end 
of the incision downward. 

Seven excellent illustrations render a description 
of the technique practically unnecessary. 

Joun W. Brennan, M.D. 


GASTRO-INTESTINAL TRACT 


Dieterich, W., and Rost, F.: The Effects of Roent- 
gen-Ray Irradiation upon the Gastric and In- 
testinal Secretions (Ueber das Verhalten der 
Magen- und Darmsekretion bei Roentgenbestrah- 
lung). Strahlenthera pie, 1925, xx, 108. 


To determine the effect of roentgen-ray irradia- 
tion upon the secretions of the stomach and intes- 
tine, the authors carried out experiments on dogs, 
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using a very penetrating ray so that the deep dosage 
was between 20 and 22.5 per cent. The tension of 
the apparatus ranged from 180,000 to 200,000 volts. 
The size of the field was 20 by 25 cm. and the cur- 
rent was between 2.5 and 3.0 ma. A filter of 0.5 mm. 
of zinc and 3 mm. of aluminum was used. The por- 
tions of the body not to be irradiated were well 
protected. 

It was found that neither massive nor intense 
irradiation of the head or the lower portions of the 
body caused any noteworthy decrease in the acid 
or ferment content of the gastric or duodenal secre- 
tions. An occasional increase in the acid values and 
the pepsin content of the gastric secretion which 
was noted after the lapse of weeks could not be 
ascribed to the irradiation with certainty. Neither 
did direct irradiation of the stomach with heavy 
doses result regularly in a decrease in the acid or 
ferment values. SILBERG (Z). 


Von Stapelmohr, S.: A Case of Diffuse Acute Phleg- 
monous Streptococcus Gastritis Diagnosed 
During Life; Cured with Hourglass Stomach 
(Ueber einen Fall von in vivo diagnostizierter dif- 
fuser akuter phlegmonoeser Streptokokkenygastritis; 
Heilung mit Sanduhrmagen). Wien. klin. Wehn- 
schr., 1925, XXXviii, 1010. 

The author reports a case of acute phlegmon of 
the stomach, a condition which is very seldom diag- 
nosed or operated upon. The patient was a woman 
48 years of age who had previously suffered with 
symptoms resembling those of gastric ulcer and for 
two days had had a temperature of 39.3 degrees C. 
associated with very severe pain and protective 
tension in the region of the stomach. The rest of 
the abdomen was negative and the general condi- 
tion good. After the disappearance of the abdom- 
inal tension a hard mass was palpable in the left 
hypochondrium. 

A laparotomy performed on the ninth day under 
the diagnosis of infected pancreatic cyst revealed a 
tumor-like phlegmonous inflammatory infiltration 
of the transverse mesocolon, gastrocolic ligament, 
transverse colon, and omentum which extended 
upward to the oedematous stomach which showed 
similar changes. After separation of a few loops of 
the small intestine, a primary closure of the abdo 
men was done. Rapid recovery followed. The punc 
tate from the wall of the stomach showed strepto- 
cocci and bacillus subtilis. 

When the patient was examined five years later 
she was free from symptoms, but chemical examina 
tion revealed absence of free hydrochloric acid in 
the stomach and roentgen examination showed on 
the lesser curvature an hourglass constriction 
about the width of a finger. Kornic (Z). 


Gmelin, E.: The Diagnosis of Syphilis of the Stom- 
ach (Zur Diagnose der Magenlues). Beitr. 2. klin. 
Chir., 1925, CXXXiv, 597. 

With the exception of the rectum, the gastro 
intestinal tract is very rarely involved by syphilis. 
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In the last 10,000 autopsies at Eppendorf, not one 
case of syphilis of the stomach was found, and in a 
period of forty years Fraenkel saw only four. In 
two of the cases seen by Fraenkel the small intes- 
tine was also involved. 

A clinical diagnosis of syphilis of the stomach 
cannot be made with certainty, but the presence of 
the condition may be suggested by the history, the 
Wassermann reaction, and the results of specific 
treatment. The most important sign is anacidity 
or hypacidity. 

In two cases which came to operation on Sudeck’s 
service under the diagnosis of ulcer and carcinoma 
respectively a dense infiltration suggesting an in- 
flammatory process was found. This area was not 
sharply delineated from the normal tissue. Macro- 
scopically, the resected specimen showed multiple 
infiltrating ulcers and microscopically an infiltra- 
tion of the submucosa by plasma-cell and lymphoid 
elements and occlusion of the lumina of the blood 
vessels by cellular material. 

Specific treatment is recommended. When the 
diagnosis is first made during the course of an 
operation, resection of the affected portion of the 
stomach should be done. Kempr (Z). 


Schmid, O.: The Condition of the Vagus Nerve in 
Cases of Gastric and Duodenal Ulcer (Ueber 
das Verhalten des Nervus vagus bei Ulcus ventri- 
culi und duodeni). Wien. med. Wehnschr., 1925, 
Ixxv, 1904. 

Bergmann first suggested the spasm or nerve 
origin of ulcer in 1913. His theory was based on the 
observation that persons with gastric or duodenal 
ulcer show signs of a disturbance of the sympathetic 
nervous system. He concluded that the primary 
condition is probably a reflex irritation of the 
vagus nerve which causes a spasm of the muscula- 
ture of the walls of the stomach. Reference has 
been made also by numerous other writers to a 
relationship between disturbances of the vagus and 
ulcer of the stomach. 

Experimental work on the subject, however, has 
given very divergent results which do not by any 
means always support the neurogenic theory. ‘To 
prove this theory it is necessary to demonstrate 
changes in the vagus in cases of ulcer. In thirty 
cases of gastric or duodenal ulcer in which the 
vagus nerves were examined by the author they 
showed no important differences from those in the 
control cases. None of the findings indicated dam- 
age to these nerves with certainty. The author 
therefore concludes that there is no anatomical 
basis for Bergmann’s theory of ulcer. 

Hirscu (Z). 


Delore, X., Mallet-Guy, O., and Vachey, A.: Mul- 
tiple and Recurring Forms of Ulcer of the 
Stomach (Les formes multiples et recidivantes de 
Vulcére de l’estomac). Lyon chir., 1925, xxii, 620. 


Chronic ulcer of the stomach may be considered 
a local lesion subject to cure by local excision. For 
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ulcers of the lesser curvature, excision is the primary 
treatment. For ulcers of the pylorus, excision is 
secondary to gastro-enterostomy and, after the 
failure of gastro-enterostomy, is necessary to effect 
a cure. The late results are excellent. The study 
reported in this article was limited to the multiple 
and recurrent forms of ulcer constituting an ‘ulcer 
disease” of the stomach. The treatment of choice 
for this condition also is surgical 

The following types of cases are distinguished: 
(1) those in which multiple ulcers (usually two) 
develop simultaneously or in succession; (2) those 
in which, after the cure of an ulcer by gastro- 
enterostomy, a new ulcer appears in a different 
location; and (3) those in which an ulcer develops 
at the site of a resection (this can be properly called 
a recurrent ulcer). 

The description of the pathological anatomy is 
based on forty cases. In only seven of these did the 
ulcers occur simultaneously in the same region. 
This incidence is probably abnormally low because 
the authors have usually found several ulcers in the 
same specimen, often a large one surrounded by 
several lesser,ones. In thirty-three cases, ulceration 
occurred at the pylorus and on the lesser curvature, 
and in two, at the pylorus and on the anterior wall. 
Irequently the pyloric lesion is the older of the 
two, as shown by the progress of healing. Only 
once was the reverse found true. 

A clinical diagnosis of multiple ulcer should not 
be made from either the history or the physical - 
examination except in cases of hourglass stomach 
combined with pyloric stenosis. 

When the ulcers occur in the same region, they 
may be widely excised. After wide excision of an 
apparently isolated lesion, examination of the 
specimen not infrequently reveals the more com- 
plicated pathology. When excision necessitates a 
pylorectomy, the operation should be performed in 
two stages. 

An ulcer of the pylorus associated with an ulcer in 
the body of the stomach, neither of which is causing 
stenosis, is usually best treated by simple gastro- 
enterostomy. This may be expected to cure the 
lesion of the pylorus and favorably influence the 
lesion in the body. A wide excision including the 
pylorus and enough of the body to include the other 
ulcer is the operation of choice, but usually the 
pathological changes render the operation unjusti- 
fiably long and complicated. Under certain  cir- 
cumstances a gastro-enterostomy may be combined 
with excision of the ulcer of the body. Occasionally, 
when there is reason to believe that the lesions are 
tuberculous, surgical treatment is contra-indicated 
because of the high mortality of even gastro- 
enterostomy. 

Pyloric stenosis with an uncomplicated ulcer of 
the lesser curvature is an absolute indication for 
gastro-enterostomy. If the lesions prove intract 
able, a secondary resection is indicated. 

In cases with a pyloric and a midgastric lesion, 
the latter alone producing stenosis, it is best to 
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resect the entire lower portion of the stomach to a 
sufficient extent to include the midgastric lesion. 
Because of the patient’s poor condition, a prelim- 
inary anastomosis of the upper pouch and the jejunum 
may be necessary. When the patient can withstand 
only the simplest of operations, a gastrostomy may 
be performed and the tube passed into the duo- 
denum. 

A double stenosis calls for radical removal of both 
lesions, unless the general condition forbids it or 
the lesion of the body is too high. Under the latter 
circumstance, a gastro-enterostomy with or without 
a gastrogastrostomy is performed. 

In the same class with these complex lesions are 
the ulcers which develop in another location after 
the cure of a pyloric ulcer by gastro-enterostomy. 
When the secondary ulcer is in the jejunum, it is 
usually ascribed to the technique of the gastro- 
enterostomy, trauma, silk sutures, or haemorrhage. 
This complication is more common than is generally 
supposed. It is due, not to technical errors, but to 
an ulcerative disease of the stomach, a condition 
often associated with tuberculosis. The secondary 
ulcer may develop also in the lesser curvature, in 
spite of a gastro-enterostomy. The treatment is 
resection. 

An ulcer recurring at the site of a resection is rare. 
It is the more rare the more extensive the resection. 
The best prevention of recurrence is rigorous post- 
operative medical treatment. 

The author performs the Billroth If operation 
almost exclusively. He finds that the Pélya opera- 
tion kinks the intestine in spite of all precautions, 
and the Pean procedure places the anastomosis in 
the area from which the ulcers have been resected. 

ALBerT F. De Groat, M.D. 


Amberger: Perforation of Gastric and Duodenal 
Ulcers (Ueber Perforation von Magen- und Duo- 
denalgeschwueren). Zischr. f. aeratl. Fortbild., 1925, 
XX, 545. 

Like others, Amberger has observed an increase 
in the number of cases of perforation of gastric and 
duodenal ulcers in recent years. During the eleven 
years from 1908 to 1919, he saw eighteen, while in 
the four years from 1919 to 1923, he saw thirty- 
nine. In both periods, 90 per cent of the patients 
were males and most of the ulcers were situated in 
the vicinity of the pylorus so that it was often 
difficult to determine whether they were in the 
stomach or the duodenum. The season of the year 
and trauma had no part in their causation. It is 
problematical whether the difference in the foods 
ingested or the widespread use of nicotine is respon- 
sible for the increase. 

Since the prognosis is favorable only in the first 
twelve hours, an early diagnosis is important. This 
is not difficult if the possibility of perforation is 
borne in mind. In doubtful cases it is better to do 
one laparotomy too many than one too few. 

The treatment must be surgical. In his first 


cases, Amberger merely closed the perforation by 
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suture, but in his last twenty-eight cases he did a 
posterior gastro-enterostomy with the modification 
of Kausch. The total mortality was 37 per cent, 
which was extremely low. According to Amberger, 
the mortality depends less upon the nature of the 
surgical procedure than upon the length of time 
that elapses between the occurrence of the perfora- 
tion and the operation. Simon (Z). 


Berner, J. H.: Internal or Surgical Treatment of 
Bleeding Gastric Ulcer? (Interne oder chirur- 
gische Behandlung blutender Magengeschwuere?) 
Norsk. Mag. f. Laegevidensk., 1925, |xxxvi, 1329. 

During the period from ro14 to 1923 the author 
treated 126 cases of gastric and duodenal hamor- 
rhage. Thirty-eight of these he excludes from this 
review because the bleeding was mild and not asso- 
ciated with marked anemia. In the eighty-eight 
others there were thirteen deaths, a mortality of 
14.6 per cent. The patients who died ranged in age 
from 7 to 68 years. Eight were females. Ten cases 
came to autopsy. In no case of ulcer was there a 
perforation. 

This series of cases shows that death due to bleed- 
ing from an ulcer is very rare. Hemorrhage from 
other causes seems to be fatal more frequently. 
Three of the deaths in the author’s cases were due 
to varicose gastric haemorrhage associated with liver 
disease, one was due to hemorrhage caused by a 
carcinoma, and two resulted from hamorrhage due 
to a hemorrhagic diathesis caused by infection 
(leukaemia). Of these cases, none could have been 
cured by operation. An ulcer was found at autopsy 
in only four. 

The internal treatment of bleeding gastric and 
duodenal ulcer gives such good results so far as life 
is concerned that surgical measures are not neces- 
sary. At any rate, when a patient is moribund, the 
case should not be turned over to the surgeon in 
order that if death follows a futile operation the 
surgeon may share in the responsibility. Instead, 
it would be better to adopt Finsterer’s practice of 
operating in every case of bleeding gastric ulcer. 

KORITZINSKY (Z). 


Oehnell, H.: Experiences with the Parenteral In- 
jection of Albumin in Gastric, Duodenal, 
and Jejunal Ulcers (rfahrungen ueber paren- 
terale Kiweissbehandlung bei Magen-, Duodenal-, 
and Jejunalulcus). Svenska Laekartidningen, 1925, 
xxii, 897. 

Since 1923, the author has treated thirty-one 
cases of ulcer with novoprotein. Twenty-nine were 
ambulatory cases. The reactions were not as severe 
as those described by German physicians. 

In the cases of Group 1—those not previously 
treated for ulcer—the treatment resulted in a sub- 
jective cure in fifteen and failed in two. In Group 2 
—cases in which an ulcer diet had been given pre- 
viously—it gave a subjective cure in seven and failed 
in three. Only four cases showed a recurrence after 
two months. 
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Important for the success of protein therapy are 
dietary measures and rest after meals. Ambulatory 
treatment is to be recommended only for patients 
whose living conditions are good. 

The decision as to the effect of novoprotein treat- 
ment must almost always be subjective. While 
this treatment contributes toward a cure in a cer- 
tain percentage of cases, it does not by itself con- 
stitute an ideal method for the definite cure of 
ulcer. Hereafter Oehnell intends to place chief 
reliance on the old methods with rest in bed, using 
ambulatory novoprotein treatment only in cases 
in which the patient’s circumstances indicate it. 

Gertacu (Z). 


Heyd, C. G.: Carcinoma of the Stomach; Resection- 
Implantation of the Duodenum into the Pan- 
creas. Ann. Surg., 1926, Ixxxiii, 546. 

The patient whose case is reported was a man 43 
years of age who gave a history of loss of weight, 
weakness, cramp-like pains in the epigastrium 
several hours after eating, and tarry stools. The 
X-ray showed an irregularity on the mesial surface 
of the stomach and an arrow canalization through 
the distal portion of the pylorus. 

Operation revealed an infiltrating carcinoma of 
the distal third of the stomach and, protruding 
through the patulous pylorus, an annular carcinoma- 
tous ulcer with involvement of the lymph glands 
along the lesser curvature of the stomach and _ be- 
tween the duodenum and pancreas. 

A subtotal resection of the stomach, pylorus, and 
first portion of the duodenum was done and a 
Billroth I] operation performed. As there was in- 
sufficient duodenal tissue for an inversion, the stump 
of the duodenum was sewed over and implanted 
into the peritoneum of the pancreas. The operation 
was followed by the development of a localized em- 
pyema, evidently secondary to a subpleural abscess 
which was probably of embolic origin. ‘This was 
drained. The gastric wound healed thoroughly, and 
the patient was discharged from the hospital thirty- 
three days after the operation on the stomach. 

I. Epwarp Bisukow, M.D. 


Hanssen, F. S.: The Results of Surgical Treatment 
of Gastric Cancer (Resultate der chirurgischen 
Behandlung des Magenkrebses). Norsk. Mag. f. 
Laegevidensk., 1925, \xxxvi, 1305. 

Hanssen reviews 280 cases of gastric cancer which 
were treated in the period from 1g09 to 1923. One 
hundred and ninety-one of the patients were men. 
In 25.4 per cent of the cases a gastrectomy was done 
with an operative mortality of 8.45 per cent; in 26.1 
per cent, a gastro-enterostomy with an operative 
mortality of 21.9 per cent; and in 19.3 per cent, an 
exploratory laparotomy with an operative mor- 
tality of 16.3 per cent. In 2.9 per cent various 
palliative operations were done, and in 26.3 per 
cent no operation was performed. 

Of fifty-one patients subjected to gastrectomy 
more than three years ago, fifteen (29.4 per cent) 
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lived three years or longer after the operation, but 
eight of them died from recurrence of the carcinoma 
from three to seven years after the operation. 
Seven patients were still alive from three and one- 
half to fifteen years after the operation, six were 
cured, and one patient, who was operated upon 
seven years ago, is now suffering from pernicious 
anemia. 

The length of time between the appearance of 
the first symptoms and the patient’s admission to 
the hospital was, on the average, the same for those 
operated upon radically later as for those operated 
upon otherwise. The duration of life after opera- 
tion averaged 658 days in cases of gastrectomy, 22: 
days in cases of gastro-enterostomy, and 127 days 
in cases in which an exploratory laparotomy or no 
operation was performed. Koritzinsky (Z). 


Gosset, A., and Thalheimer, M.: Pulmonary Com- 
plications in Gastric Surgery; Autohzemo- 
therapy (A propos des complications pulmoraires 
dans la chirurgie gastrique; autohémothérapie). 
Bull. et mém. Soc. nat. de chir., 1926, lii, 193. 

The pulmanary complications which frequently 
follow gastric operations are usually mild, but 
occasionally may be quite severe. In 248 cases in 
which Gosset and his assistants performed a gastric 
operation in 1925, there were seven fatal pulmonary 
complications. In three in which an autopsy was 
performed a massive pneumonia was found. 

Clinically the pulmonary complications were of 
two types. In one, the temperature rose the first 
evening to about 39 degrees C. and the chest be- 
came filled with coarse rales, but defervescence 
occurred after one or two days. In the other, the 
temperature rose on the third or fourth day and 
remained persistently elevated while the signs of a 
true bronchopneumonia developed in the chest. In 
some cases the expectoration became foetid, indicat- 
ing the presence of gangrene, and in one case severe 
hemoptysis occurred. ‘The treatment of these 
complications is briefly discussed. 

Following Vorschuetz and de Graser, the authors 
treated seven cases of pulmonary complications by 
injecting the patient’s own whole blood. In three 
of these cases the complications followed a gastric 
operation. From 20 to 30c.cm. of blood drawn from 
an arm vein were re-injected into the muscles of,the 
thigh. Usually the temperature fell after about 
twenty-six hours and simultaneously the ausculta- 
tory signs began to disappear. This result could 
not be obtained after the third day of the infection. 
In no instance did the injections have any untoward 
effect. LAWRENCE JACQuEs, M.D. 


Delore, X., Creyssel, J., and de Rougemont, J.: 
Pre-Operative and Postoperative Care in 
Stomach Operations (Les soins pré- et post- 
opératoires dans les interventions gastriques). 
Presse méd., Par., 1925, XXxiil, 1410. 


In addition to the ordinary pre-operative care 
given in any case in which a laparotomy is to be 
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performed, the authors believe that when a gastric 
operation is indicated, pre-operative gastric lavage 
should be done except in a few rare instances. The 
objection sometimes urged that it shocks the al- 
ready weakened patient is not tenable since expe- 
rience has shown that the weakest patients bear 
lavage very well and these are the ones that would 
be most injured by the absorption of retained gastric 
fluid. If lavage is performed gently and slowly with 
hot liquid, there is no danger that it. will cause 
hemorrhage except possibly when copious himor- 
rhage of red blood has already occurred from the 
ulcer. It should be done in the evening before the 
operation and followed by almost complete absten- 
tion from food. 

In addition, the mouth and teeth should be care- 
fully disinfected for several days before the opera- 
tion, and if necessary fluid should be supplied by 
repeated injections of physiological salt solution. 
If diuresis is low (700 to 800 c.cm. of urine for ex 
ample), glucose solution should be given. Roentgen 
examination should be avoided the day before the 
operation unless it is absolutely necessary. The 
presence of bismuth in the stomach during opera- 
tion is troublesome and seems to favor separation 
of the sutures. 

Postoperative gastric lavage is very beneficial 
when indicated, but should not be practiced rou 
tinely to prevent possible complications. ‘The chief 
essential in the postoperative care of the normal 
case is nutrition. It has been the custom to give 
nothing but liquid for several days, but semiliquid 
food may be given on the second or third day. ‘This 
may save the lives of patients who otherwise would 
die of acute inanition and dehydration with second- 
ary toxic symptoms due, without doubt, to arrest of 
kidney elimination. Of course, the feeding depends 
upon the indications in the particular case. In a 
case of non-stenotic ulcer treated by simple gastro- 
enterostomy, fasting will do no harm, while in a 
case of stenosis from tumor, nourishment should be 
given as soon as possible. 

The most frequent postoperative compkication is 
hemorrhage into the stomach. This is generaliy 
shown by the repeated vomiting of small amounts 
of liquid mixed with dark blood. ‘The treatment is 
hot gastric lavage, which not only removes the 
blood but usually restores the muscle tonus. If, 
instead of regaining its tonicity, the picture of 
acute dilatation develops, evacuation and_ hot 
lavage are indicated, but if true peritonitis has 
developed, lavage will do no good and the ordinary 
treatment for peritonitis should be given. 

Sometimes a vicious circle is established and at 
the end of the first or the beginning of the second 
week the patient begins to have uncontrollable 
bilious vomiting. Lavage may be tried, but if it 
fails and the symptoms grow worse, operation must 
be performed at once. Two other complications 
which require operation are occlusion by the but- 
ton and secondary closure of the opening by cica- 
tricial contraction. ‘The former occurs between the 





INTERNATIONAL ABSTRACT OF SURGERY 


twelfth and twentieth days, when the anastomosing 
button is expelled, and the latter generally at the 
end of from one to three months but sometimes 
later. Auprey G. Morcan, M.D. 


Butler, E., and Delprat, G. D.: Intestinal Obstruc- 
tion. California & West. Med., 1926, xxiv, 488. 

This article is based upon ninety-three cases of 
intestinal obstruction operated upon at the San 
Francisco Emergency Hospital with a mortality of 
34.4 per cent. The treatment given in such cases 
is as follows: 

One thousand cubic centimeters of a 10 per cent 
glucose solution are given intravenously and, if the 
patient is toxic and dehydrated, very slowly. Hypo- 
dermoclysis, Weeks’ drip, and gastric lavage are 
employed if the operation is delayed. 

The field of operation is dry shaved, scrubbed 
with ether and alcohol, and painted with a 5 per cent 
alcoholic solution of picric acid. Ether anesthesia 
is used when the cause of obstruction is undeter- 
mined, as in cases of internal hernia, volvulus, or 
adhesions, while nitrous oxide-oxygen or local 
anesthesia is employed when the obstruction is 
produced by a strangulation. Enterostomies are 
usually done under local anwsthesia. During the 
operation, normal salt solution is given subcuta 
neously into the axilla or deep into the muscles of 
the thighs if the surgeon deems it necessary. 

If the cause of the obstruction is not evident at 
once, the hand is introduced when the peritoneum 
is opened, and a search is made for the site of the 
obstruction. Any band of adhesions, volvulus, 
thickened bowel, tumor, or fixed bowel is usually 
palpated immediately. This procedure very often 
does away with unnecessary handling of loops of 
distended bowel. 

Matthews believes that enterostomy in the first 
loop of jejunum, and immediately above the obstruc 
tion if there is any damage to the muscular wall, 
should always be performed, particularly if con 
siderable vomiting has occurred. 

After the operation in the authors’ cases the 
nurse is instructed to flush the catheter with normal 
salt solution every two hours or, if it becomes 
plugged, more frequently. The catheter is con 
nected with a bottle hanging on the side of the bed. 
The quantity of fluid that will be drained from the 
upper jejunum in the first twenty-four hours is 
large. If the drainage is continuous, the toxic condi- 
tion rapidly improves and vomiting seldom occurs. 
Fluids are supplied to the tissues intravenously, 
if necessary, but otherwise by subcutaneous and in- 
tramuscular injection. 

Weeks’ drip, three hours on and one hour off, is 
begun immediately upon the patient’s return from 
the operating room. The first fluid that enters the 
rectum contains 2 dr. of tincture of digitalis. Hot 
compresses to the abdomen are comforting and 
promote early peristalsis. The authors never give 
pituitrin until peristalsis has begun. Morphine 


sulphate should not be withheld as the patient must 
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be kept comfortable. The enterostomy tube is 
removed as soon as peristalsis is active and the 
bowels have moved. 

In none of the authors’ cases has there been any 
disturbance from the fistula after the removal of 
the enterostomy tube. Cart R. Sremnke, M.D. 


Perlmann, J.: Clinical Contributions on the 
Pathology and Surgical Treatment of Intes- 
tinal Obstruction (Klinische Beitraege zur Patho- 
logie und chirurgischen Behandlung des Darm- 
verschlusses). Arch. f. klin. Chir., 1925, Cxxxvii, 245. 

In 215 cases of ileus operated upon during twenty 
years there were 200 cases of mechanical ileus and 
ten cases of adynamic ileus. Eighty per cent of the 
patients with mechanical ileus were males. In the 
111 cases of volvulus the ratio of males to females 
was 8 to 1. These constituted 50 per cent of the 
total number of cases of ileus. The mortality was 
quite high—in the total number of cases, 58 per 
cent, and in the cases of volvulus of the small in- 
testine, 70 per cent. 

Obturation ileus should be treated operatively as 
soon as possible. The relatively rarely observed 
intussusception, which occurred in nineteen cases, 
is much more common than is generally believed 
but is too infrequently diagnosed in children. ‘This 
fact Perlmann believes is responsible for the high 
mortality from intestinal obstruction in Russia. 

Of the operative measures in ileocolic invagina- 
tion, reduction of the invagination gives the best 
results. 

Great emphasis is laid upon the difference bet ween 
strangulation ileus and obturation ileus. In the 
former there is an associated constriction of the 
mesentery. 

In regard to the etiology of volvulus it was ob- 
served that this condition occurred very frequently 
during the month of August when, during the day, 
the peasants undergo great bodily exertion in 
gathering the crops and eat nothing, and at evening 
fill their previously empty gastro-intestinal canals 
with large amounts of vegetable food. The high 
mortality in cases operated upon is attributed to the 
already existing peritonitis due to the patient’s 
delay in coming to the surgeon. 

Attention is called to the relatively slight symp- 
toms, particularly at first, in thirty-five cases of 
volvulus of the sigmoid flexure. In volvulus of the 
sigmoid flexure the author regards detorsion as the 
method of choice, and in suitable cases prefers an 
anastomosis to resection. Hook (Z). 


Wolf, C. G. L., and Canney, J. R. C.: The Treat- 
ment of Ileus by Choline. Lancet, 1926, ccx, 707. 


Following up experiments in Magnus’ labora- 
tory and the work of Klee and Grossmann in the 
Romberg clinic in Munich, the authors studied the 
clinical effects of choline hydrochloride in the treat- 
ment of ileus. 

The clinical records of four cases treated with 
choline tend to support the experimental data and 


show that intestinal contractions can be easily 
induced. 

Therapeutic doses of choline do not seem to be 
toxic. ‘The drug is administered intravenously in 
normal saline solution and should be given slowly. 

Wittram E. SHackieton, M.D. 


Bolling, R. W.: Chronic Irreducible Intussus- 
ception in a Twelve-Months Infant; Resection. 
Ann. Surg., 1926, Ixxxiii, 545. 


Bolling reports the case of a year-old infant who 
was suddenly seized with an illness characterized by 
vomiting, irritability, the passage of dark blood 
and mucus by rectum, and distention of the abdo- 
men. The vomiting and bloody stools ceased and 
the distention gradually became less but the irrita- 
bility continued. 

When the child was seen by Bolling two weeks 
later it did not appear acutely ill but was apathetic 
and somewhat dehydrated. Examination revealed 
an elongated mass in the upper part of the abdomen 
on the right side and extending across the midline. 
X-ray examination after a bismuth enema confirmed 
the diagnosis of chronic intussusception. 

At operation, an intussusception of the ileocwcal 
region into the splenic flexure was found. Reduction 
was possible only to the upper portion of the ascend 
ing colon. Resection of the distal ileum, the cacum, 
and the ascending colon was done and followed by 
axial anastomosis of the ileum and transverse colon. 
Recovery resulted. I. Epwarp Bisukow, M.D. 


Hertz, J., and Basset, A.: Cases of Acquired Peri- 
duodenitis (Observations de périduodénite a 
quise). Bull. et mém. Soc. nat. de chir., 1925, li, 1010. 


In eight of eleven cases of periduodenitis the in 
fection had its origin in the appendix and in three 
it began in the gall bladder. It reached the peri 
duodenal region by way of the lymphatics and 
glands and the adhesions formed around intlamed 
glands. In cases of periduodenitis it is therefore 
important to search for appendicitis, and in cases of 
appendicitis to look for periduodenitis. When, at 
operation in cases of periduodenitis, the cause is not 
evident in the duodenum or the neighboring organs, 
the appendix should be examined through the 
same incision and should be removed if it is found 
diseased. 

In the liberation of adhesions, heavy bands 
should be divided between ligatures, and the area 
should be peritonized as completely as possible. 
The use of a free omental graft for the peritoniza 
tion is rarely successful on account of the attenu 
ated infection and the operative site. 

When the gastroduodenal disturbances are 
marked or are likely to recur as the result of the 
re-formation of adhesions, when the adhesions are 
difficult to liberate or cannot be liberated com- 
pletely, and when it is impossible to obtain perfect 
peritonization, gastro-enterostomy or duodeno- 
jejunostomy should be done. 

Water C. Burket, M.D. 
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Bolling, R. W.: Complete Congenital Obstruction 
of the Duodenum, Duodenojejunostomy at 
Nine Days. Ann. Surg., 1926, |xxxiii, 543. 

In the case of an infant weighing 6 lb., 9 oz. at 
birth and 5 lb. when it was 9 days old, persistent 
vomiting occurred and the X-ray showed complete 
obstruction of the duodenum. At operation, the 
duodenum was found dilated to two-thirds the size 
of the stomach. 

An anastomosis between the duodenum and the 
jejunum was done anterior to the colon. After a 
stormy convalescence, the child made a_ good 
recovery. I. Epwarp Bisukow, M.D. 


Kapsinow, R.: The Experimental Production of 
Duodenal Ulcer by Exclusion of the Bile from 
the Intestine. Ann. Surg., 1926, |xxxiii, 614. 


In the experiments reported the fundus of the 
gall bladder was implanted transcortically into the 
pelvis of the right kidney and when healing was 
complete the flow of bile was entirely diverted into 
the urinary tract by ligation and division of the 
common duct. 

Of forty-three animals treated in this manner, 
seventeen developed typical. duodenal ulcers. The 
lesions were single or multiple and situated usually 
in the vicinity of the ampulla of Vater. They bore 
no relationship to the mesenteric border of the in- 
testine. ‘They ranged from minute lesions to ulcers 
measuring from 1'%4 to 2 em. in diameter. They 
had a punched-out appearance, the edges overhang- 
ing. Frequently they extended through to the 
serosa. ‘Their microscopic appearance was that of 
the subacute or chronic peptic ulcer in man. 

These experiments showed that duodenal ulcers 
can be produced without trauma to the intestinal 
wall and may be caused in dogs not previously 
diseased. Whether they preceded or followed the 
nutritional disturbances incident to the exclusion of 
bile could not be decided. Further experimentation 
will be necessary to learn the details of the processes 
leading to their formation. 

Emu C. Roprrsnek, M.D. 


Haden, R. L., and Orr, T. G.: The Effect of Jeju- 
nostomy in Experimental Obstruction of the 
Jejunum of the Dog. J. Exper. Med., 1926, xliii, 
483. 

The authors carried out experiments on twenty- 
five dogs to determine the effect of jejunostomy 
alone and combined with the administration of 
sodium chloride on the chemical changes in the 
blood and the duration of life in cases of high 
jejunal obstruction. 

Obstruction was obtained by dividing the jeju- 
num and invaginating the ends. The jejunostomy 
was done by the Witzel operation. The following 
conclusions are drawn: 

1. Jejunostomy does not prevent the develop- 
ment of the chemical changes in the blood which 
are characteristic of obstruction of the jejunum in 
the dog. 


INTERNATIONAL ABSTRACT OF SURGERY 


2. Jejunostomy following experimental obstruc- 
tion of the jejunum does not prolong life. There is 
some evidence that early jejunostomy may shorten 
life. 

3. The treatment of jejunal obstruction with 
sodium-chloride solution tends to prolong the life of 
animals, regardless of the performance of jejunos- 
tomy. I. Epwarp BisHkow, M.D 


Flechtenmacher, C., Jr.: Radical Operation for 
Postoperative Peptic Ulcer of the Jejunum 
with Resection of the Colon and a Contribu- 
tion on the Choice of Operative Procedures for 
Gastric Ulcer (Zur Radikaloperation des Ulcus 
pepticum jejuni postoperativum mit Kolonresek- 
‘tion; zugleich ein Beitrag zur Wahl der Opera- 
tionsmethode des Ulcus ventriculi). Wien. med. 
Wcehuschr., 1925, \xxv, 2581. 


The author advocates resection for peptic ulcer. 
For gastric ulcer he prefers the Billroth | operatior 
although the Billroth Il operation gives equally 
good results. The treatment of peptic ulcer of the 
jejunum should be radical surgery. The surgeon 
should not hesitate to remove considerable tissue 
even the transverse colon. Dietetic after-treatment 
is of importance. Gastro-enterostomy guarantees 
neither the healing of an ulcer nor permanent free 
dom from symptoms, and it does not always pro- 
tect against recurrence or subsequent perforation 
or hemorrhage. Moreover, it permits the confusion 
of callous ulcer with carcinoma and is often followed 
by peptic ulcer of the jejunum. 

The author reports several cases showing the 
excellent results given by resection even in the cases 
of patients who are in poor condition. He admits, 
however, that recurrence may develop even after 
such a radical operation. He believes that when 
this occurs the tendency to form ulcers is so strong 
that the condition is incurable by surgery. 

For the operation, Flechtenmacher prefers local 
anesthesia of the abdominal wall and anwsthesia of 
the splanchnic nerve induced by Braun’s method. 
He believes that the serious pulmonary complica 
tion which occurred in one of his cases could have 
been prevented if, instead of inducing anesthesia 
with chloreform and ether after making the incision 
(which was his practice in the cases of the more 
sensitive patients), he had relied entirely upon the 
local and splanchnic anesthesia. Cottey (Z). 


Duettmann: Recurrent Appendicitis Following 
Appendiceal Abscesses (Ueber Appendicitis- 
rezidive nach appendicitischen Abscessen). Muen- 
chen. med. Wehnschr., 1925, \xxii, 1870. 

The author accepts the opinion held at the Giessen 
Clinic regarding the two-stage operation for appen 
dicular abscesses and has abandoned the one-stage 
radical procedure. In 367 cases treated solely by 
incision of the abscess there were only three deaths, 
a mortality of 0.8 per cent. Of the 314 (86 per cent) 
patients who came to the secondary operation, only 
one died, a mortality of 0.3 per cent. ‘The total 
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mortality was therefore about 1.09 per cent, which 
is very low as compared with the mortality of the 
one-stage operation (Wolff, to per cent; Noetzel- 
Riediger, 10.2 per cent; Dewes, 6.8 per cent). 

When the appendix is not removed at the first 
operation, new attacks of appendicitis are not rare. 
Recurrences have been known to develop as long as 
nine years after the incision of an abscess. Of the 
patients whose cases are reviewed by the author, 
thirty-five (9.6 per cent) came for a second treat- 
ment for abscess and twelve (3.3 per cent) for a 
third treatment. All of these were patients who did 
not return for the second stage of the two-stage 
operation. 

Two hundred and eighty-five patients (78.3 
per cent) appeared for the secondary appendectomy 
after a period of three or four months. Eighteen 
who returned later were all re-operated upon under 
the diagnosis of acute appendicitis. In most of 
these cases a severe inflammation was found. 

Of the 285 cases operated upon secondarily after 
a period of three or four months, total obliteration 
of the appendix had occurred in only eleven. Acute 
inflammation was found in sixty-five and chronic 
inflammation in seventy-two. In twenty-five of 
those with chronic inflammation there was oblitera- 
tion of the proximal portion of the appendix with 
dilatation of the peripheral portion by pus. In 
seventy-three cases the tip of the appendix was 
obliterated but the proximal portion still showed a 
good covering of mucous membrane. In two cases 
fistulce had formed. 

Duettmann emphasizes the fact that in all pa- 
tients operated upon twice or three times for 
abscesses the appendix was surprisingly well pre- 
served. Therefore, repeated abscess formation does 
not always cause obliteration. 

He therefore agrees with Kuemmel that a radical 
operation is always best. In view of the exceedingly 
favorable results obtained at the Giessen Clinic 
with the two-stage operation for appendicular 
abscess, he considers the latter the least dangerous 
procedure and accordingly the operation of choice. 
The second operation can be combined with the 
laparoplasty which is so often necessary as a second 
procedure following the one-stage operation. 

Lorur (Z). 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Crile, G. W.: A Cytoplasmic Réle of the Liver. 
Therap. Gaz., 1920, |, 160. 

Starting with “living” and “non-living” sub- 
stances as chemically identical and separating these 
substances into atoms, Crile describes the develop- 
ment of life and its reproduction in terms of elec- 
tricity. He traces the source of life to the vibrant 
energy of light and finally applies his theory to the 
human anatomy, especially the liver and brain. 

He emphasizes the danger of the cooling of the 
viscera in abdominal operations and to prevent it 
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recommends diathermy to the upper abdomen and 
lower chest in all laparotomies. He suggests also 
the substitution of nitrous oxide anesthesia for 
ether anesthesia. In a case which is a poor risk the 
patient should not be allowed to pass beyond the 
stage of analgesia, reliance being placed chiefly on 
regional anesthesia. Joun A. Wotrer, M.D. 


Rubenstone, A. I., and Tuft, L.: A Comparative 
Study of Liver Functional Tests. J. Lab. & 
Clin. Med., 1926, xi, 671. 

The function of the liver is difficult to test as it 
must be tested indirectly through the blood or 
bile. The liver has a large margin of safety, only 
one-fourth of the organ-being necessary to maintain 
normal function, and the functions of the liver are 
multiple, being concerned with the metabolism of 
carbohydrates, protein, fat, and iron, the secretion 
of bile, and the filtration from the blood of noxious 
irritants, particularly foreign proteins. 

In an organ with so many functions it is difficult 
for a single test to serve as an index of total function. 

The hemoclastic crisis of Widal is intended to 
indicate the.albumose-storing or proteopexic func- 
tion of the liver. In the authors’ experience, the 
findings of this test have been variable and difficult 
to interpret. 

The levulose-tolerance test is dependent upon 
the fact that ingested levulose, in contrast to glucose, 
produces only a very slight rise in the blood sugar 
which seldom lasts longer than an hour. This test 
may serve as an index of the carbohydrate function 
of the liver, but is of clinical assistance only when 
marked liver changes have occurred. It is of little 
or no aid in the milder hepatic dysfunction in which 
a functional test is most desired. 

Various diseases of the liver are associated with 
a marked increase in the bilirubin content of the 
blood, resulting often in frank icterus. Between the 
normal and the point at which frank icterus occurs, 
is a period of latent icterus in which the bilirubin 
concentration, though increased above the normal, 
is not sufficient to cause definite jaundice. 

The quantitative estimation of serum bilirubin 
is best performed by the method of Van den Bergh 
or Meulengracht. The test serves to indicate the 
extent of impairment of biliary function and the 
response to treatment. In the authors’ cases of 
jaundice with a high index, improvement was shown 
by a decrease in the index before any change was 
detectable in the color of the skin. Patients with 
cholecystitis had indices varying from normal up to 
15 or more. The index was increased in hepatic 
cirrhosis. Malignancy of the liver always produced 
a high index. 

The phenoltetrachlorphthalein test of Rosenthal 
has given good results. The percentage of dye 
retention was found to be proportional to the degree 
of liver dysfunction, reaching 35 per cent in the 
severe types. The injection of so much dye in cases 
in which the liver is already damaged is not always 
safe. 
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Studies of the blood-nitrogen partition are of 
little value from a practical clinical standpoint. In 
cases of advanced liver disease the urea value is 
low and the non-protein nitrogen value compara- 
tively high, but in cases with less severe hepatic 
disease the proportion is usually within normal 
limits. The authors combine the tests in the follow- 
ing way: 

The patient is prepared as for a levulose tolerance 
test and the calculated amount of dye contained in 
a syringe is made ready. Blood is then withdrawn 
into two tubes, one citrated and one a plain tube. 
Enough blood is withdrawn for all of the tests. 
Through the same needle, the calculated amount of 
dye is injected. The patient then immediately 
drinks the levulose solution and thereafter blood is 
withdrawn into plain and citrated tubes from a vein 
of the opposite arm at intervals of thirty minutes, 
one hour, and two hours. 

After the blood has clotted it is centrifugalized 
and the serum is pipetted off. ‘The serum collected 
before the injection is used for the icterus index 
determination and as a standard for the dye test. 
The citrated blood collected before the injection is 
used for the urea-nitrogen, non-protein nitrogen, 
and sugar determinations. Blood-sugar determina- 
tions are then done on all bloods (citrated) taken 
subsequent to the injection and the sera are used 
to determine the dye retention. 

Howarp A. McKnicut, M.D. 


Berger, S. S., Cohen, M. B., and Selman, J. J.: 
Liver Function Tests: A Comparative Study of 
Five Methods in 100 Clinical Cases. J. Am. 
M. Ass., 1926, Ixxxvi, 1114. 

The authors report 1oo cases in which five liver 
function tests, namely, the Van den Bergh, Widal 
(hemoclastic crisis), Rosenthal, urobilin, and uro- 
bilinogen tests were made. 

Four groups of cases were examined: (1) cases of 
liver disease with jaundice, (2) cases of liver disease 
without manifest jaundice, (3) cases in which liver 
disease was suspe-ted but not demonstrated clini- 
cally, and (4) cases in which liver disease: was un- 
suspected. 

The authors found that the various tests do not 
give parallel results and were unable to separate 
clinical cases into those of liver disease and those 
without liver disease by means of any one of these 
tests unsupported by other clinical evidence. When 
all of the tests were positive, they were dealing with 
liver disease of the most severe type, namely, that 
associated with toxic jaundice. In every case in 
which all tests were positive except the Widal test 
there was obstructive jaundice due to tumor. This 
finding is of great value in the differential diagnosis. 

Jacos S. Grove, M.D. 


Fernstroem, B.: A Case of Subphrenic Abscess with 
Vomited Gall Bladder. Acta chirurg. Scand., 
1926, lix, 534. 

The author reports a case of gangrenous chole- 
cystitis with abscess formation. When opened, the 
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gall bladder was found to contain gall stones. 
Operation was preceded by the vomiting of blood 
during which the gall bladder was ejected into the 
stomach or intestine. Recovery resulted. 


Graham, E. A.: Gall-Bladder Diagnosis from the 
Standpoint of the Surgeon. Radiology, 1926, vi, 


273- 

Lyon, B. B. V.: The Evolution of Early to Late Gall- 
Tract Disease: A Brief Consideration of Its 
Diagnosis and Treatment. Radiology, 1926, vi, 


279. 

Zink, O. C.: A Clinical Study of Cholecystitis with 
the Aid of Cholecystography. Radiology, 1926, vi, 
286. 

George, A. W.: The Practical Value of the Graham- 
Cole Method in the Diagnosis of Gall-Bladder 
Disease as Compared with the Older Method. 
Radiology, 1926, vi, 292. 

GRAHAM calls attention to his previous work show- 
ing that hepatitis is a constant accompaniment of 
cholecystitis and that early diagnosis and treatment 
is essential for the avoidance of late and permanent 
changes in the liver and possibly also in the pan- 
creas. In the past, the recognition of gall-bladder 
disease was based largely upon the late changes. 
Graham believes that by cholecystography with the 
aid of tetra-iodophenolphthalein valuable informa- 
tion relative to the function of the gall bladder may 
be obtained, and that perversions of function so 
recognized may lead to the earlier recognition of 
pathological conditions. 

The criteria upon which a diagnosis of cholecysti- 
tis is to be based after the abdomen has been opened 
are the following: (1) stones, (2) adhesions of the 
gall bladder to surrounding structures, (3) thickening 
and change of color, (4) enlargement of the sentinel 
gland of Lund, (5) evidences of hepatitis involving 
chiefly the right lobe of the liver. Occasionally gall 
bladders are opened and removed when the mucosa 
shows changes such as cholesterol plaques. 

The growing confidence in the significance of 
cholecystographic findings has led, on several occa- 
sions, to the removal of a gall bladder which seemed 
normal on inspection and palpation; in every instance 
in which this was done, microscopic examination re- 
vealed pathological changes in the walls of the organ. 

Efforts have been made to use substances for 
cholecystography which will make it possible to ob- 
tain information relative to hepatic function by 
serum tests. An isomer, phenoltetra-iodophthalein, 
has been found to answer this purpose, but sufficient 
work has not yet been done with it to determine its 
practical value. 

Lyon confines himself largely to a discussion of 
non-surgical drainage of the gall bladder and the 
diagnostic information which may be derived from 
it. He claims that this procedure provides a means 
of investigating the “living histology” of the biliary 
tract in much the same way as surgery permits the 
study of its ‘‘living pathology.”’ Microscopic study 
of material aspirated from the duodenobiliary tract 
reveals the type, degree, and source of epithelia] 
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exfoliation. In the early stages of cholecystitis, the 
changes noted may indicate merely a catarrhal proc- 
ess. If this is allowed to run its course, extensive 
and readily recognizable damage may be done to the 
hepatic, pancreatic, gall-bladder, and bile-duct cells. 

Acute gall-bladder disease is usually an acute 
exacerbation of a chronic process. If traced back, it 
will often be found to have had its origin in a focal 
infection with repeated local manifestations followed 
by successive gastro-intestinal disturbances of an 
indefinite nature culminating finally in frank gall- 
bladder symptoms. Non-surgical gall-bladder drain- 
age not only gives information regarding the pres- 
ence of pathological changes, but may serve to 
check or cure the process and thus obviate the ne- 
cessity for surgical drainage. 

ZINK regards cholecystography as of prime impor- 
tance in the diagnosis of early cholecystitis. He dis- 
cusses briefly the relative values of, and the indica- 
tions for, the oral and intravenous methods of giving 
the dye, and states that questionable findings fol- 
lowing its oral administration should always be 
checked by its intravenous injection. 

The diagnosis of gall-bladder disease by cholecys- 
tography is dependent upon: (1) excretion by the 
liver, (2) patency of the cystic duct, and (3) the 
mucosal concentrating power of the gall bladder. 

Failure to obtain a shadow with the use of a stand- 
ard technique indicates: (1) cystic duct occlusion, 
(2) hepatic insufficiency, (3) a small, sclerotic gall- 
bladder with an obliterated lumen, (4) cystic-lym- 
phatic damage, or (5) failure of the dye to be ab- 
sorbed (when it is given orally). In the absence of 
these conditions, the time of appearance, density, 
and motility of the gall-bladder shadow are indirect 
indications of the pathological condition of the 
mucosa. 

Cholecystography gives valuable confirmatory 
evidence in cases with frank clinical evidences of 
gall-bladder disease, but its greatest value lies in its 
demonstration of such disease in the early stages, 
when there are only vague gastro-intestinal dis- 
turbances of doubtful origin. ‘The method was used 
by Zink in 663 cases. Of 131 of these which were 
operated upon, the findings were confirmed at opera- 
tion in 96 per cent. 

GEORGE’s experience with cholecystography in 
gall-bladder disease has convinced him that the 
older method of roentgen examination developed 
largely by himself is equally, if not more, reliable 
in diagnosis except with regard to gall stones. The 
older method is based primarily upon the fact that 
the pathological gall bladder may be visualized 
roentgenographically with a proper technique and 
that secondary evidences obtained with the aid of the 
opaque meal such as “‘ gall-bladder seats,’ adhesions 
to the second part of the duodenum, filling of the 
ampulla of Vater, and adhesions to the hepatic 
flexure of the colon, are strong indications of cho 
lecystitis. Visualization of the gall bladder after the 
administration of dye can give information only 
with regard to the size, shape, and location of that 
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organ. Non-visualization, although of some value, 
may lead to error, especially when the dye has been 
administered orally. Variations of emptying time 
are of doubtful significance because the normal time 
has not yet been accurately determined. With re- 
gard to stones, George states that those of the cho- 
lesterol type can be detected far more readily after 
the administration of dye than by previous methods. 

It is George’s conviction that the soundest pro- 
cedure today for the study of the gall bladder is a 
thorough examination by the older method with 
substantiation of the findings so obtained by the use 
of the Graham-Cole procedure. 

Apoten Harrunc, M.D. 


Babcock, W. W.: Cholecystitis and Appendicitis. 
Surg. Clin. N. Am., 1926, vi, 20. 

Babcock, W. W.: Cholelithiasis; Chronic Salpingo- 
Odphoritis with Adherent Abdominal Scars. 
Surg. Clin. N. Am., 1926, vi, 30. 


For the usual appendectomy, the author advocates 
a transverse skin incision 4 or 5 cm. in length, 
beginning 1 cm. median to the anterosuperior 
spine of the ilium. He believes that the crushing of 
the appendix with forceps disseminates the infec 
tion, and that a pursestring suture may contaminate 
the wound. He therefore ligates the appendix and 
ties the stump of the meso-appendix over the stump 
of the appendix. Spinal anasthesia is used in cases 
with purulent peritonitis due to appendicitis. ‘The 
appendix is removed and drainage used only for the 
evacuation of solid exudates, foreign bodies, blood 
or blood clots, or old pus. Packing, sponging, wip 
ing, and the introduction of the hand into the abdo 
men are condemned. Salt solution given sub 
cutaneously is preferred to water by rectum. 
Water and food by mouth are withheld to favor 
localization of the infection. Localization is in 
dicated by the subsidence of pain and tympany 
and the expulsion of gas and feces. If the adminis 
tration of a little liquid by mouth is followed by 
pain and an increase in the temperature, the 
localization is not sufficient. 

With regard to gall stones, the author states that 
in the case of an obese middle-aged woman a his 
tory of a sudden attack of severe indigestion at 
night and a sense of epigastric fullness which the 
patient tried to overcome by belching or vomiting, 
both of which were quite relieved the following day, 
is truer evidence of gall-stone obstruction than any 
known laboratory test or method of physical exam 
ination. In certain instances it is well to think of a 
cardiac attack, coronary obstruction, and aortitis in 
the diagnosis. 

In operations for gall-bladder disease the condi 
tion of the liver should be noted as it is the best 
indication of the prognosis after cholecystectomy. 
A liver that has been degenerating for from fifteen 
to twenty years will not be restored to its primary 
function by the removal of the gall bladder. When 
the common duct has been obstructed for some 
time, the author effects gradual decompression of 
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the liver by anastomosing the gall bladder to the 
duodenum or stomach with the use of an in-and-out 
suture which gradually cuts a new stoma between 
the two organs. This suture is re-enforced by a con- 
tinuous seroserous suture. 

In cases of biliary fistula in which the gall bladder 
has been removed, Babcock carefully dissects out 
the fistulous tract and anastomoses it to the duo- 
denum or stomach. Joun A. Wotrer, M.D. 


Spontaneous Perforation in Cho- 
(Spontanperforation 
Wien. med. 


Fabritius, W.: 
lecystitis Without Stones 
bei Cholecystitis sine concremento). 
Wehuschr., 1925, Ixxv, 2580. 

The symptoms of cholecystitis without stones 
frequently simulate those of cholelithiasis, and the 
condition is often not diagnosed until operation is 
performed. More rare are cases in which a severe 
chronic inflammation of the gall bladder develops 
without any symptoms until a_ life-threatening 
complication suddenly develops and necessitates 
immediate operation. ‘The author reports a case of 
the latter type. The patient, a previously healthy 
woman, awoke one night with severe pain in the 
right side of the abdomen. Severe vomiting soon 
set in, and there was a typical McBurney pressure 
pain. A diagnosis of appendicitis was made. 

When the peritoneum was opened, dark bile 
gushed out. The appendix was normal. When the 
only slightly enlarged gall bladder was freed from 
the great omentum partly by blunt dissection and 
partly by means of ligatures, a pin-point perfora 
tion from which dark bile was slowly trickling was 
found on the anterior aspect of the fundus. Stones 
were not demonstrable in either the gall bladder or 
the deeper biliary passages. Cholecystectomy was 
followed by recovery. 

The extirpated gall bladder contained no- stones 
and its mucous membrane showed no ulcerous or 
destructive processes. At the point of perforation 
there was a circumscribed necrosis which pene 
trated the entire thickness of the gall-bladder wall. 

Cofiey (Z). 


Bonnet, M. L., and Lapoint, M. A.: Perforation of 
a Cancer of the Gall Bladder into the Peri- 
toneal Cavity; Emergency Cholecystostomy 
and Secondary Cholecystectomy; Cure (Per- 
foration en péritoine libre d’un cancer de la vésicule 
biliaire; cholécystostomie d’urgence et cholécystec- 
tomie secondaire; guérison). Bull. et mém. Soc. nat. 
de chir., 1926, li, 1112. 

Bonnet reported the case of a woman 57 years of 
age who was admitted to the hospital with severe 
pain in the right hypochondrium associated with 
muscle spasm and persistent vomiting, a tempera 
ture of 38.9 degrees C., and a pulse of 110. She had 
had a similar attack six months previously. 

Laparotomy revealed perforation of the gall 
bladder and free bile in the peritoneal cavity. ‘The 
inferior surface of the gall bladder was adherent to 
the transverse colon. Stones were carefully sought 
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but were not found. ‘The wound was closed with 
drainage. Convalescence was uneventful and the 
patient was discharged after eighteen days with a 
small biliary fistula. Four months later the fistula 
was excised and a cholecystectomy was done. 

On examination of the gall bladder one stone 
was found. Histological examination revealed an 
atypical growth of the gall-bladder cells with evi- 
dence of malignancy. In the author's opinion, this 
was a case of primary cancer of the gull bladder. 

Lapoint calls attention to the rarity of cases of 
rupture of the gall bladder by cancer; so far as he 
is aware, no such case has been reported in the 
literature. He believes that the diagnosis is possible 
only at operation as there are no pathognomonic 
symptoms. Paut C. Cotonna, M.D. 


Sohn, A.: Fatal Biliary Peritonitis After Puncture 
of the Common Duct (Toedliche gallige Peri- 
tonitis nach Punktion des Choledochus). Zentralbl. 
f. Chir., 1925, hii, 2578. 

In a patient with a penetrating callous ulcer of 
the lesser curvature an anterior gastro-enterostomy 
with a Braun anastomosis was performed, and as 
there was a malformation of the intestine, a punc- 
ture of the common duct was done to clear the site 
of operation. The puncture was done with a record 
syringe and a very small needle. After the aspira- 
tion of bile, a hot salt compress was applied to close 
the small opening. No seepage of bile was noted 
thereafter. Four days later the patient died of 
peritonitis. 

Autopsy revealed a biliary peritonitis caused by 
the escape of bile from the point of puncture. ‘This 
case shows that after puncture of the biliary tract 
without drainage the punctures should always be 
sutured, and that when the common duct is sutured 
drainage is necessary as a puncture of the wall 
may reopen. WortTMANN (Z). 


Payr, E.: Exposure of the Common Duct in Opera- 
tion for the Recurrence of Stone After Chole- 
cystectomy (Freilegung des Ductus choledochus 
bei Rezidivoperationen nach Cholecystektomie). 
Zentralbl. f. Chir., 1925, lii, 1986. 

It is not always possible, even with the best 
technique, to avoid leaving behind small gall 
stones high up in the branches of the hepatic duct. 
Stones are less frequently left in the common duct 
and the papilla of Vater. A method of preventing 
this error, which js described by Payr and Iurasz, 
consists in exploring the biliary passages with the 
use of rubber catheters and a syringe. ‘The author 
has frequently observed that secondary operations 
for the removal of stones from the common duct are 
associated with dilliculties that are little under- 
stood. It is therefore necessary to obtain further 
information with regard to the types of recurrent 
adhesions and the order in which they should be 
removed. 

Almost always following a cholecystectomy there 
is found a field of adhesions on the anterior wall of 
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the abdomen which involves the scar in the ab- 
dominal wall, the liver, the transverse colon which 
is pulled forward, the omentum which is pulled 
upward, and the stomach which is pulled to the 
right. The separation of these adhesions is easily 
accomplished by segmental ligation and severance 
of the omentum. The liver is held up, the stomach 
held to the left, and the colon held down. 

The next layers of adhesions to be attacked are 
those which hold the duodenum high up in the gall- 
bladder bed. The adhesions between the liver and 
the upper horizontal portion of the duodenum are 
usually dense, and the duodenum, like a cap, con- 
ceals similar structures in the hepatoduodenal liga- 
ment. Even when the adhesions are very thick, the 
duodenum can be easily freed with the knife. The 
vertical portion can then be mobilized by approach- 
ing from the right side according to the method 
of Kocher. This exposes the hepatoduodenal 
ligament. 

The papilla can be approached only after the 
separation of the duodenum from the liver and 
further mobilization of the angle. If the foramen 
of Winslow is patent, this dissection can be facili- 
tated by the introduction of the forefinger. The 
common duct which is greatly dilated by gall stones 
impacted at the papilla often shimmers through 
with a blue color and is easily recognized. ‘The pas- 
sage way should be punctured, the bile aspirated, 
two small sutures applied, and the duct opened. 

Investigations of the retroduodenal portion by 
means of sounds, calculi spoons and forceps, and 
the little finger often establishes the presence of 
concretions. These can usually be removed easily 
through the dilated passage. If the duodenum has 
been sufliciently mobilized from the right side, 
stones in the papilla can be pushed along. ‘The main 
stem and the two large branches of the hepatic 
duct should then be examined and a ‘T-shaped drain 
inserted. WorTMANN (Z). 


Havlicek, H.: A Case of Rupture of the Pancreas 
and Spleen Cured by Operation and Some 
Comments on the Shoulder and Arm Pain 
(Kin operativ geheilter Fall von Pankreas-Milz- 
ruptur und einige Bemerkungen ueber den Schulter- 
Armschmerz). Zentralbl. f. Chir., 1925, lii, 1967. 

The author reports the case of a boy 13 years of 
age who sustained a rupture of the spleen and pan- 
creas and a dislocation of the hip in a fall. The in- 
jury was followed by severe shock and on explora- 
tory puncture a bloody exudate was found in the 
peritoneal cavity. 

At first, a temporary clamping of the pedicle of 
the spleen was done and the blood collected in the 
peritoneal cavity was re-infused. When the general 
condition had improved, splenectomy was_ per- 
formed, a piece of the tail of the pancreas which was 
torn off was removed, and the stump of the pan- 
creas was sutured over and invaginated into the 
posterior wall of the stomach. The abdominal wall 
was then completely closed. 
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Convalescence was smooth except for two attacks 
of severe pain in the left shoulder and arm. During 
the first attack the left radial pulse disappeared 
entirely and the skin of the arm became cool and 
cyanotic. In both attacks the pain was immedi- 
ately relieved by a novocain block of the left splanch- 
nic nerve by the method of Kappis. In the second 
attack the blocking of the left phrenic nerve was 
attempted as an experiment, but without any 
success. On the basis of this experience the author 
is inclined to doubt the importance of the phrenic 
nerve in the conduction of pain and to conclude 
that in the production of shoulder pain the sym- 
pathetic system (splanchnic nerve) is more re- 
sponsible. Bonn (Z). 


Johnson, A. A.: Pancreatic Disease—With Case 
Reports. J. Jowa State M. Soc., 1926, xvi, 169. 


The author calls attention to the frequency of 
pancreatic lesions. In the Mayo Clinic they were 
found in 27 per cent of 4,000 cases of biliary tract 
disease. 

Because of the protected location of the pancreas, 
trauma rarely plays an important part in pancreatic 
lesions. This location, however, is unfavorable with 
regard to infections as the latter may reach the 
organ by direct extension, through the blood or the 
lymphatic system, or through the ducts. 

The main cause of acute pancreatitis is infection 
which activates the ferments and causes self diges- 
tion of the tissues. 

In 70 per cent of the cases the symptoms arise so 
suddenly and are so severe that a detailed history 
cannot be obtained from the patient. Pancreatic 
involvement is suggested by sudden pain in the 
epigastrium, faintness, and collapse associated with 
vomiting, retching, and frequently jaundice. ‘The 
diagnosis can be assured, however, only by seeing 
and feeling the organ. 

While mild pancreatitis often becomes cured, the 
incidence of recovery has been increased by surgical 
drainage. Witiiam FE. SHackiteton, M.D. 


Tower, L. E.: The Pathological Physiology of Ex- 
perimental Gangrenous Pancreatitis. J. Am. 
M. Ass., 19206, \xxxvi, 1112. 

To reproduce in animals the clinical picture of 
acute pancreatitis it is necessary suddenly to devi- 
talize a sufficient amount of pancreatic tissue to 
cause extensive necrosis and autodigestion of the 
gland. 

As far as the author knows, no one has considered 
the possibility that the toxemia in acute pancrea 
titis may be due to a severe local injury caused by 
the action of the protein split products on the 
musculature of the intestines and probably also on 
that of the vascular system. 

All of the author’s attempts to produce a sterile 
pancreatitis failed. Organisms were always found 
in one or more of the cultures taken from the peri- 
toneal exudate, the gangrenous gland, localized 
abscesses, etc. However, the presence of these 
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bacteria appeared to be merely incidental and due 
to the reduction in the vitality of the tissues caused 
by the violent toxamia. 

In the experiments cited, the omentum seemed to 
have a detoxifying power. 

Tower suggests that the toxamia of acute pan- 
creatitis, acting on the gastro-intestinal tract, may 
produce a toxwmia like that associated with para- 
Ivtic ileus and that therefore the use of sodium 
chloride as advocated by Haden and Orr or the 
duodenal irrigation used in cases of high intestinal 
obstruction might prove more effective than the 
introduction of a drain into the pancreas. 

Jacos S. Grove, M.D. 


Gutiérrez, A.: Implantation into the Stomach of a 
-ancreatic Fistula Following Cyst (Implanta- 
cién de fistula pancredtica consecutiva a quiste, en 
clest6mago). Rev. de cirug., Buenos Aires, 1925, iv, 

223. 

The author reports the case of a 28-year-old 
woman who, for two years, had had attacks of 
severe pain in the abdomen which at first was 
diffuse and then localized in the epigastrium and 
right hypochondrium and was accompanied by 
vomiting, chills, and fever. She had also copious 
diarrhoea, and her urine was scanty and dark. 
There was no icterus, but urticaria developed dur- 
ing the first attack. Some of the attacks kept the 
patient in bed for as long as twenty-five days. 
About two months before she consulted the author 
she noticed a rather painful tumor in the right 
hypochondrium and the adjacent part of the epi- 
gastrium.~ Since then the tumor had increased in 
size. In the last two months she had lost 16 kgm. 
in weight. 

Examination revealed in the right upper quadrant 
of the abdomen a smooth tumor which was freely 
movable transversely, dull on percussion, and sur- 
rounded by a tympanic area. An area of tympany 
was found also between its upper margin and the 
liver. The Wassermann test and urine and roent- 
gen examinations were negative. Becausé of the 
site and free mobility of the tumor, a diagnosis of 
cystic tumor of the transverse mesocolon was 
made. 

At operation, performed under general chloroform 
anesthesia, an incision through the upper part of 
the right rectus showed the tumor to be partly 
above and partly behind the stomach. Its upper 
segment was covered by the lesser omentum. It 
had its origin in the pancreas and was independent 
of the liver. It contained liquid. The head and 
tail of the pancreas, particularly the former, showed 
marked induration. The tumor was found im- 


planted on the anterior surface of the isthmus of 
the pancreas. 

When the cyst was walled off and punctured, 
300 c.cm. of a citron yellow liquid was evacuated. 
The gall bladder was displaced to the right by the 
cyst and was full of stones. Poppert’s cholecystos- 
tomy was performed. The wall of the pancreatic 
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cyst was first sutured to the parietal peritoneum 
and then to the muscle-skin layer. The first sutures 
were of catgut, and the second were interrupted 
sutures of silk. The patient was discharged well on 
the thirty-fifth day, but had a fistula which dis- 
charged freely and was very troublesome. 

At a second operation, the fistulous tract was ex- 
plored with a sound and found to run backward 
and toward the midline of the abdomen. An injec- 
tion of lipiodol showed that it ran transversely at 
the level of the first lumbar vertebra. Under chloro- 
form anesthesia a sound was introduced into the 
fistula, a silk suture was passed around it, and it 
was closed. A circular incision was then made around 
it, and by vertical incisions it was exposed for its 
entire length. It was followed down to the head of 
the pancreas. ‘The stomach was sufficiently prolapsed 
to expose the anterior surface of the pancreas. 

The decision was made to implant the fistulous 
tract, a fibrous cord about the size of a lead pencil, 
into the stomach. This was very easy on account 
of the ptosis of the stomach. Closed Kocher for 
ceps were introduced into the median part of the 
anterior surface of the stomach just beneath the 
fistula, passed upward and outward, and brought 
out just beneath the end of the fistula. A part of the 
fistula was cut off, enough being left to introduce 
into the stomach. The forceps were then opened 
and an incision was made in the stomach wall 
between its blades. The end of the fistula was 
pulled into the stomach with the forceps and fixed 
by means of a catgut suture passed through its 
wall and the stomach wall. Its external surface 
was fixed to the upper opening in the stomach with 
four sutures of fine silk. The lower opening was 
then closed with seroserous sutures. <A pad of 
omentum was placed beneath the free surface of 
the fistula where it came in contact with the stom- 
ach wall. 

The steps in the operation are shown in illustra- 
tions. Healing occurred by first intention. For 
several days the patient complained of nausea. 
Within two months after the operation she had 
gained 5 kgm. in weight. 

AuprEY G. Morcan, M.D. 


Harris, R. I.: Splenectomy for Purpura Hzmor- 
rhagica. Canadian M. Ass., 1926, xvi, 384. 

Essential thrombocytopenic purpura is differ- 
entiated from the other types of purpura by: (1) a 
low platelet count, (2) a prolonged bleeding time 
with a normal coagulation time, (3) a positive 
capillary resistance test, (4) failure of the clot to re 
tract, and (5) enlargement of the spleen. 

Infection plays a prominent part in the produc- 
tion of the obscure pathological changes which give 
rise to the disease. 

The most important, though not the only, factor 
causing the hemorrhagic condition is the throm- 
bocytopznia. 

Splenectomy produces a symptomatic cure. 

Howarp A. McKnicut, M.D. 
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MISCELLANEOUS 


Troell, A.: Comments on the Fahrzeus Reaction— 
the Stability of the Blood Suspension—in 
Acute Surgical Affections of the Abdomen. 
Acta chirurg. Scand., 1926, lix, 523. 


On the basis of his experience in recent years and 
especially in eight cases which he reviews, the author 
maintains that in acute abdominal conditions of a 
doubtful and apparently mild type the surgeon can 
profit greatly by investigating the suspension sta- 
bility of the blood by the Fahrzus test, and in cases 
given expectant treatment he can profit by making 
this test repeatedly to determine whether the values 
are rising or falling. 

While the Fahreus test is sometimes a better 
indication of the intensity of an infection than the 
leucocytosis, it cannot be regarded as an absolutely 
reliable indicator of the gravity of an inflammatory 
process in the abdomen, particularly if the peritoneal 
irritation is of very recent development. In all of 
the author’s cases of appendicitis and cholecystitis 
with a pathological increase in the Fahraus value— 
usually higher in the latter than the former because 
of the resorption of toxic products from a fairly 
large serous surface—the patient had been ill for at 
least forty-eight hours. 


Neuhof, H., and Cohen, I.: Abdominal Puncture in 
the Diagnosis of Acute Intraperitoneal Dis- 
ease. Ann. Surg., 1926, Ixxxiil, 454. 

Abdominal puncture for the diagnosis of acute 
intraperitoneal disease is done with the use of a 
spinal puncture needle and a 20-c.cm. syringe. Ethyl- 
chloride locally or novocain is employed for 
anwsthesia. The skin is opened with a scalpel at a 
point on a level with or below the umbilicus and at 
either side of the midline. The needle is introduced 
perpendicularly and aspiration is attempted in 
several different directions. Only a few drops of 
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fluid may be obtained, but this is often sufficient 
for a diagnosis. The theoretical danger of penetrat- 
ing a loop should not deter the surgeon from taking 
advantage of this procedure, but it is not safe in the 
subacute or chronic case in which a loop of bowel 
might be adherent. A negative puncture has not 
been considered conclusive, and if the symptoms 
justify surgical intervention, such a finding has 
been disregarded. A positive puncture has pre- 
vented operation in a number of cases in which it 
would otherwise have been employed. A careful 
bacterial and cytological examination of the fluid 
obtained is as important as the finding of the fluid. 
In a group of traumatic cases, the presence of 
blood or fluid as indicated by puncture was proved 
by subsequent laparotomy. In a group of cases of 
pneumococcus and streptococcus peritonitis the 
discovery of the organism on abdominal puncture 
prevented an unnecessary laparotomy. The finding 
of fluid the color of beef juice and containing poly- 
nuclear leucocytes but no bacteria has decided the 
diagnosis of acute pancreatitis and the withholding 
of operation. WitiiaMm J. Pickett, M.D. 


Ghose, D. M.: A Case of Persistent Hiccough 
Treated Successfully by Injections of Novocain 
into the Phrenic Nerve. /ndian M. Gaz., 1926, 
Ixi, 124. 

In the case of a patient who was in a state of 
extreme prostration from hiccoughing for almost 
four months, the author infiltrated the phrenic nerve 
with from 2 to 4 c.cm. of a % per cent novocain 
solution. The first injection, made on only one side, 
caused transient pain in the shoulder and chest on 
that side. On the following day, 3 c.cm. of the novo- 
cain solution was injected on the opposite side. 
After three injections there was some improvement, 
and after six injections the hiccough ceased com 
pletely. The technique of Kroh was used. 

Joun A. Wotrer, M.D. 








GYNECOLOGY 


UTERUS 


Ulesco-Stroganowa, K.: Endotheliomata of the 
Uterus (Die Endotheliome des Uterus). Arch. f. 
Gynaek., 1925, Cxxiv, 802. 

The morphological and histogenetic characteris- 
tics of endotheliomata of the uterus are due to the 
origin of these tumors from the endothelial and 
adventitial elements of the blood vessels. On the 
basis of studies of nine such tumors—three of the 
corpus and six of the cervix—the author distin- 
guishes endothelioma carcinomatodes, sarcomatodes, 
and sarcocarcinomatodes in addition to cases of 
excessive blood-vessel development resulting in 
lympho- or hamangio-endotheliomata according to 
the vessel of origin. 

As the literature does not report all epithelioma- 
tous tumors, they are perhaps more common than 
is generally supposed. To this group belong the 
tumors described by Fellaender as ‘‘elefantiasis 
endometrii fibrosarcomatosi gigantocellulare” and 
also others described as giant-cell, polymorpho- 
cellular, and botryoid sarcomata. 

In all of the cases studied by the author an 
undoubted relationship was apparent between the 
tumor elements and the vessels from whose endo- 
thelium or adventitia the tumor developed. In 
some of the cases the endothelioid character of the 
cells predominated so that the tumor had an epi- 
thelial or carcinoma-like character, while in others 
the admixture of other forms which were more 
characteristic of connective tissue suggested a 
sarcoma. 

‘The power of the endothelial and adventitial cells 
to- react to inflammatory stimulation in various 
forms was shown by an astonishing polymorphism 
of the tumor cells. Epitheliomata of the cervix are 
characterized by the predominance of large epi- 
thelioid cell forms which, in addition to polymor- 
phism, are distinguished by very numerous mitotic 
figures. In these tumors there may be also small 
elements no larger than leucocytes or large, elon- 
gated multinuclear cells. The tumor tissue formed 
from these elements and their transitional forms is 
arranged in centers and columns, sometimes in 
reticular foci and sometimes in larger masses pene- 
trated by a network of thin-walled blood vessels 
and capillaries. 

In tumors of the corpus there are found, besides 
cords of epithelioid and often multinuclear cells 
similar to those of tumors of the cervix, cords of 
spindle and oval cells. These give the neoplasm 
more of a sarcomatous character, but because of 
their undoubted origin from endothelial and adven- 
titial elements, the tumors must be classed with the 
endotheliomata. 


The frequently multinucleated and often very 
large cells found in endotheliomata also have their 
origin in endothelial and adventitial cells. Within 
the vessels they are formed either by mitotic or 
amitotic nuclear multiplication or by the syncytial 
confluence of endothelial cells, a process in which 
leucocytes and the remains of cell nuclei and red 
blood cells are not infrequently surrounded. This 
content of blood-corpuscle material explains the 
pink color of the giant-cell-like structures so formed, 
a finding frequently mentioned by the author in his 
description of the different tumors. Sometimes the 
syncytial masses so formed show branches which 
retain the shape of the vessels. 

The details of the descriptions cannot be given 
in an abstract without the illustrations. 

In conclusion, the author cites a case in which 
death occurred from peritonitis immediately after 
radium treatment. Frescu (G). 


Lynch, F. W.: The Treatment of Squamous-Cell 
Epithelioma of the Cervix. Surg. Clin. N. Am., 
1920, vi, 333- 


In the author’s opinion, the ordinary panhys- 
terectomy in the treatment of squamous-cell 
carcinoma of the cervix is to be condemned. The 
radical dissection of Wertheim is better, but because 
of its technical difficulty and high primary mor- 
tality is not generally employed. Radium offers a 
much better chance of a five-year cure than surgery 
or the cautery. 

In cases in which the carcinoma is limited to the 
cervix and the operative risk seems good, a pre- 
liminary irradiation of about 3,000 mc.-hrs. should 
be given and followed from two to four weeks later 
by a radical excision. All other cases should be 
treated with radium alone. Some surgeons use 
radium alone in all cases, but reports collected by 
the author indicate that when the condition is 
operable the incidence of five-year cure was about 
50 per cent in cases treated surgically as compared 
with 36 per cent in those treated with radium alone. 

I. Epwarp Bisukow, M.D. 


Rud, H.: A Histological Investigation of a Case of 
Cancer of the Cervix of the Uterus Cured 
Locally by Radium and X-Ray Treatment. 
Acta obst. y gynec. Scand., 1925, iv, 66. 


The author reports the clinical course and autopsy 
findings in the case of a patient who was clinically 
cured of cancer of the cervix by radium and X-ray 
treatment and died of an intercurrent disease. 

Autopsy showed macroscopic healing of the 
process in the uterus, vagina, and left parametrium, 
but remains of the tumor were found in the right 
parametrium. 
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On microscopic examination of the organs, cancer 
cells could not be demonstrated in the uterus, 
vagina, rectum, bladder, left parametrium, or left 
ovary. 

Remains of cancer tissue showing degenerative 
changes were still present in the right parametrium 
and right ovary. 

The tissue treated by irradiation showed also an 
increase in the connective tissue, the occurrence of 
hyaline areas and fibrinoid necrosis in the muscles, 
and thickening and obliteration of vessels, the «walls 
of which showed hyaline and fibrin-like tissue. The 
mucous membrane of the uterus and vagina in the 
neighborhood of the cancer site was atrophied. 


Ward, G. G., and Farrar, L. K. P.: The Radium 
Treatment of Carcinoma Uteri. Am. J. Obst. & 
Gynec., 19206, Xi, 439. 

The authors state that for the purposes of com- 
parative study, a standardized simple classification 
of carcinoma of the uterus according to the extent 
of the disease and the same rules in estimating end- 
results and percentages should be adopted by all 
clinics. 

A monthly follow-up conducted by the surgeon 
in charge of the patient is of inestimable value 
for successful radium treatment. The details of 
technique are of importance. Over-radiation is 
especially to be avoided, and subsequent treatment 
should be based upon the reaction to the test dose 
of radium. In the authors’ experience, repeated 
irradiations (three or more) have been of distinct 
value in certain advanced cases. 

In all classes of carcinoma of the cervix, radium 
is preferable to surgery. As life can be saved by 
radium in at least 50 per cent of the early cases of 
carcinoma of the cervix, the education of the laity 
and general practitioners to seek an early diagnosis 
is imperative. Carcinoma of the fundus is best 
treated by surgery, but in many cases resort must 
be had to radium and roentgen-ray therapy because 
the operative risk is high. 

lor satisfactory results it is unnecessary to use 
large amounts of radium. The value of roentgen- 
ray therapy in carcinoma of the uterus is still 
undetermined. Every case should be treated accord- 
ing to its particular requirements. 

Ik. L. Cornett, M.D. 


Voltz, F.: Carcinoma of the Cervix Treated Ex- 
clusively by Irradiation (Die ausschliessliche 
Strahlenbehandlung des Collum-Carcinoms). Klin. 
Wehnschr., 1925, iv, 1396. 

On the basis of material from the Munich Gyne- 
cological Clinic during the years 1912 to 1919, it is 
shown that irradiation of carcinoma of the uterus is 
as effective as operative treatment and sometimes 
even more effective. To the cases in which a five- 
year cure had been obtained up to the year 1918, 
which have been reported previously, are added the 
cases with a five-year cure which were treated dur- 
ing the years 1918 and 1919. 
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There were 313 cases of carcinoma of the cervix. 
Of these, 271 were treated and forty-two were 
unsuitable for treatment. Since 1918, radium treat- 
ment has been combined with roentgen treatment. 
In the total number of cases the incidence of cure 
was 12.4 per cent, while in those remaining after 
the subtraction of the untreated cases it was 14.3 
per cent. The results in the four groups were the 
following: 

Group 1, thirty-seven operable cases, a cure in 
sixteen (43.2 per cent); Group 2, seventy-four 
borderline cases, a cure in fifteen (20.2 per cent); 
Group 3, 106 inoperable cases, a cure in eight (7.5 
per cent); and Group 4, ninety-six unsuitable cases, 
no cures in the fifty-four which were treated. 

In 755 cases of carcinoma of the cervix treated in 
previous years an absolute cure was obtained in 
13.2 per cent and a five-year cure in 43.6 per cent 
of those which were operable. In the total number 
of cases of carcinoma of the cervix treated by irradia 
tion which have been reported in the literature — 
1,823——Voltz estimates that an absolute cure was 
obtained in 16.9 per cent and a relative cure in 41.6 
per cent of those which were operable. In contrast 
to this, he estimates for 2,185 cases of carcinoma of 
the cervix an absolute operative cure of 26 per cent 
and a cure in a total of 39 per cent of the cases 
operated upon. 

Accordingly, the figure for absolute cure by irra- 
diation is lower, but this is explained by the fact 
that the total material was poorer since in the older 
operative cases the average operability was 64 per 
cent whereas in the irradiated cases it was only 19.3 
per cent. The poorer quality of the material is 
explained by the fact that many cases which pre- 
viously were regarded as beyond treatment were 
sent to the Clinic for irradiation. 

Worthy of note is the five-year cure obtained in 

10.1 per cent of 1,778 cases of inoperable carcinoma 
of the cervix collected by Voltz from the literature 
which were treated by irradiation. Attention is 
called also to the so-called optimal cure figure, that 
is, the result obtained when the patient submitted 
to a complete course of treatment. In Group 1 this 
was 74.8 per cent; in Group 2, 41.2 per cent; and in 
Group 3, 13.1 per cent. 
* ‘The author believes that by further development 
in the technique and methods of irradiation the 
results may be further improved, particularly by 
irradiation of the hypophysis, exact dosage, and the 
reduction of irradiation sickness by the use of 
irradiation cabinets. Martius (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Pettinari, V.: The Ovarian Graft and Its Applica- 
tion to Treatment in Clinical Cases (La greffe 
ovarienne et ses applications a la thérapie humaine). 
Gynéc. et obst., 1926, xiii, 19. 

Experiments performed. by the author on 332 
animals of various species showed that ovarian tis- 
sue transplanted in animals of the same species can 
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be made to live, elaborate the normal internal 
secretion, and assume the germinal function. ‘The 
likelihood of a successful take increases with descent 
in the biological scale. 

The normal histological condition of some of the 
author’s grafts is shown in illustrations. Follicle 
formation and the presence of corpora lutea were 
noted. The formation of corpora lutea was seen 
chietly in the autoplastic grafts, whereas in hetero- 
plastic grafts, follicle atresia was the rule. In the 
homoplastic type, the tendency was in the balance. 

The ovarian secretion which exerts the chief in- 
fluence on female morphology and physiology cannot 
be replaced by other internal secretions, but can be 
resupplied by grafted tissue. 

The relation of the ovarian secretion to the various 
mammary, uterine, and other cycles has not yet 
been established but it is known that ovarian se- 
cretion is necessary for the maintenance of these cy- 
cles. Nervous disorders influence sexual function by 
modifying the endocrine action of the ovaries. 

A successful graft will prevent the appearance of 
the usual effects of castration and will carry the 
organism to its complete sexual development. In 
old animals, it causes a profound psychic and somatic 
change. 

In the transplantation of ovarian tissue in clinical 
cases the receptor is too often in poor general con- 
dition, the area in which the graft is placed is dis- 
eased or unsuitable, or the grafted tissue is unsatis- 
factory. 

The following conditions may be favorably af- 
fected by an ovarian graft: (1) infantilism of the 
genital organs; (2) the pathological menopause due 
to castration; (3) dysovarism and ovarian insufli- 
ciency; (4) ovarian sterility; (5) pluriglandular endo- 
crine syndromes; and (6) certain mental affections. 

In the human female, autoplastic transplants give 
the best results, but homoplastic grafts have occa- 
sionally proved satisfactory. Grafts are used to 
stimulate impotent ovarian tissue as well as to re- 
place removed or destroyed tissue. 

Ovarian grafts have great therapeutic, possibil- 
ities and, with increased knowledge and improve- 
‘ment in technique, their use will become more gen- 
eral in the treatment of conditions not amenable to 
other ovarian therapy. At present they should be 
used with discretion. 

Goopricu C. Scuaurr_er, M.D. 


Bolling, R. W.: An Ovarian Cyst Free in the Peri- 
toneal Cavity of Three-Months-Old Infant. 
Ann. Surg., 1926, |xxxiiii, 546. 

The author reports the case of an infant 3 months 
old who had vomited and lost weight since birth. 
In the right lower quadrant of the abdomen there 
was an elastic mass about the size of a golf ball. At 
operation, the mass was easily delivered and rolled 
out of the wound as it had no attachment. Exam- 


ination revealed a normal uterus with a normal ovary 
and tube in the left side but no ovary or tube on the 
right side. ‘The mass was a multilocular ovarian cyst 
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which had become separated from its attachment as 
the result of torsion. ‘The patient recovered. 
I. Epwarp Bisuxow, M.D. 


Shaw, W.: Krukenberg Tumors of the Ovaries. 
Proc. Roy. Soc. Med., Lond., 1926, xix, Sect. Obst. & 
Gynxc., 49. 

Krukenberg tumors of the ovary were first de- 
scribed by Krukenberg in 1896. They are bilateral 
tumors which may occur at any age. Their growth 
is slow and accompanied by ascites. They retain 
the normal shape of the ovaries and have a smooth 
surface. 

Histologically, the stroma consists of fibrilla in 
the form of spindles with oval nuclei densely packed 
together. Also predominating are round or oval 
cells with bright translucent homogeneous proto- 
plasm and nuclei pushed to one pole and flattened 
out against the cell membrane, giving a signet-ring 
appearance. Krukenberg believed the tumors to 
be fibrosarcomatous in type. Later, other investi 
gators found them associated with carcinoma of the 
stomach. ‘The author reports five cases. 

In view of the fact that in the vast majority of 
the reported cases carcinoma was discovered in the 
stomach, it is probable that the ovarian tumors are 
secondary carcinomata rather than primary fibro- 
sarcomata. I. Epwarp Bisukow, M.D. 


Princeteau and Magnan: Simultaneous Rupture 
of Both Fallopian Tubes (Rupture bilatérale 
simultanée des deux trompes utérines). Bull. Soc. 
d’obst. el de gynéc. de Par., 1926, xv, 55. 


The patient whose case is reported was a woman 
22 years of age who was admitted to the hospital 
on November 7, 1925, complaining of pain in the 
lower part of the abdomen and a bloody vaginal dis 
charge. She had had one pregnancy sixteen months 
previously. Her last regular menstrual period began 
July 30, 1925. In the evening of that day she had an 
attack of sharp pain in the lower part of the abdo- 
men, vomiting, and syncope which persisted until 
the following day. Her condition then improved and 
she was able to get out of bed, but on the third day 
the attack recurred. A physician called two weeks 
after the onset advised immediate operation. 

On the patient’s admission to the hospital her 
temperature was 37.9 degrees C. and her pulse too. 
Examination revealed a chocolate-colored vaginal 
discharge, tenderness in the lower abdomen, and a 
mass in each iliac fossa. The cervix was soft and 
patulous. A diagnosis of ectopic pregnancy on the 
left side with dextroflexion of the uterus was made. 

Operation revealed, on the right side of the pelvis, 
a bluish mass the size of two fists, and on the left 
side a swollen fallopian tube with a perforation 
about 2 cm. in diameter from which blood was 
escaping. The mass on the right side was apparently 
a hematocele. It could not be removed completely 
as it seemed to be attached to the rectum. A left 
salpingectomy and a subtotal hysterectomy were 
performed. SALVATORE DI PALMA, M.D. 
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EXTERNAL GENITALIA 


Watson, B. P.: A Technique for the Operative 
Treatment of Rectocele. dinburgh M. J., 1926, 
n.s. xxxiii, Edinburgh Obst. Soc., 61. 


The essential feature of Watson’s operation for 
rectocele is the isolation and repair of the special 
fasciomuscular sheet which supports the rectum 
and in all cases of rectocele is deficient. This rectal 
fascia is a broad strong sheet of musculofascial 
tissue in close relation to, and supporting, the an- 
terior rectal wall and lying deep to the levator ani 
muscle. It is in intimate relation to the posterior 
vaginal wall in its middle third and becomes con- 
tinuous at the sides of the cervix with the fascial 
layer which is the main support of the bladder. 
Rectocele is the result of injury to this fascia. 

In the operation described an incision is made 
through the mucocutaneous juncture round the poste- 
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rior part of the vulvar orifice. In the elevation of the 
flap from the posterior vaginal wall blunt scissors 
are used. Each side is opened and held up by for- 
ceps so that the median scar can be seen and can be 
dissected away without injury to the rectum. Two 
bands are found attached to the flap which do not 
wipe away easily and represent the torn rectal 
fascia. Below this and on each side is the mass of 
levator muscles and fascia which, in the usual opera- 
tion, are joined together by interrupted sutures, as 
a rule under considerable tension. In the author’s 
operation a deep bite is taken into the fascial sheath 
above the upper margin of the rectocele on each 
side and when this suture is tied the fascia is over- 
lapped above the rectum. A continuous suture is 
usually employed. 

In addition to curing the rectocele, the fascial 
union restores the support of the pelvic floor. 

Harry W. Fink, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Kupfer, M.: Ovarian Pregnancy Following Opera- 
tion for a Tubal Pregnancy on the Same Side 
(Ovarialgravitaet nach gleichseitiger operierter 
Kileiterschwangerschaft). Zentralbl. f. Gynacek., 
1925, xlix, 2241. 

Kupfer reports the case of a 26-year-old woman 
who had been operated upon for tubal pregnancy 
on the left side and upon whom he operated for a 
suspected extra-uterine pregnancy. At the second 
operation a large quantity of dark blood was found 
in the abdominal cavity. The left ovary had been 
transformed into a tumor the size of an egg. The 
stump of the left tube, which was 1 cm. long, was 
not connected with the ovary. The right adnexa 
were normal. Extirpation of the left ovary was 
followed by uneventful recovery. 

The specimen showed evidence of a fetal sac. 
No histological examination was made. The author 
assumes that there was an external migration of the 
spermatozoa, but admits that patency of the stump 
of the left tube could not be ruled out definitely. 

Von WEINZIERL (G). 


Von Bodé, R., and Liebmann, S.: Investigations 
Regarding the Calcium-Ion Concentration of 
the Blood in Puerperal Eclampsia (Untersu- 
chungen ueber die Calciumionenkonzentration des 
Blutes bei puerperaler Eklampsie). Arch. f. exper. 
Path. u. Pharmakol., 1925, cix, 178. 

The authors examined the blood serum of women 
with eclampsia for ionized calcium according to 
Trendelenburg’s method of perfusing the frog’s 
heart. These studies followed those of Lamers, 
Rissmann, and Kehrer, who found the calcium con- 
tent of the blood lowered in eclampsia and attributed 
the convulsions to a calcium hypo-ionia. 

In the authors’ investigations sera which had 
been kept on ice for twenty-four hours were tested 
on the isolated frog’s heart. If a reduction of the 
contractions occurred, further tests were made to 
determine whether the addition of calcium ions 
would prevent such a reduction. The serum first 
tested was obtained from thyroidectomized dogs in 
which tetany had been produced by the removal of 
the parathyroids. 

It was found that the normal contractions of the 
frog’s heart perfused first with Ringer’s solution 
were decreased when the serum of the parathy- 
roidectomized dogs was added, whereas when cal- 
cium ions were added to the serum (0.1 calcium- 
chloride solution with 0.16 mgm. calcium chloride to 
1 c.cm. of the tetany serum), the contractions re- 
turned to normal. 

In experiments with the serum of normal preg- 
nant women and women who had been recently 


delivered, the contractions of the heart muscle 
remained normal and no decrease in the calcium 
content could be demonstrated. Neither was a cal- 
cium hypo-ionia found in the serum of nine eclamptic 
women whose serum had as little effect on the frog 
heart as that of normal pregnant and puerperal 
women. Therefore a decrease in the free calcium 
ions in the blood which might be responsible for the 
convulsions could not be demonstrated in puer- 
peral eclampsia. Scumipr (G). 


Lindquist, S.: Retention for Nearly Twelve Months 
of a Mature Fetus in a Uterus Which Is the 
Seat of a New Pregnancy (Third Month). Acta 
obst. et gynec. Scand., 1925, iv, 187. 

The patient whose case is reported was a para-iv 
with a normal history who, during her fifth preg- 
nancy, felt fetal movements after the fifth month 
but ceased to feel them during the ninth month. 
When she was first seen by the author she had not 
felt fetal movements for eight days. She refused 
intervention. 

When she returned two months later the fundus 
seemed smaller and the upper right portion of the 
uterus seemed to be divided from the lower portion 
by a sulcus. She again left the service against 
advice and was not seen again until twenty months 
from the onset of the pregnancy. On her return she 
stated that she had had one normal menstrual period 
six months previously and another four months 
previously. 

Laparotomy revealed a uterus with two parts 
having no demonstrable connection. ‘The upper 
and larger part contained a macerated and appar- 
ently full-term fetus and the lower and smaller 
portion a fetus about 14 cm. long. 

Goopricu C. SCHAUFFLER, M.D. 


Commandeur, Eparvier, and Michon: Cancer of 
the Cervix and Pregnancy; Czsarean Sec- 
tion; Porro’s Amputation; Radium Therapy 
(Cancer du col utérin et grossesse; césarienne; am- 
putation de Porro; curiethérapie). Bull. Soc. 
d’obst. et de gynéc. de Par., 1926, xv, 59. 

The patient whose case is reported was a 40-year- 
old woman who entered the obstetrical clinic at 
Lyons in the seventh month of pregnancy with a 
cancer of the cervix. Examination revealed con- 
siderable hypertrophy of the cervix, and the explor- 
ing fingers became blood tinged. There was a slight 
induration in the right vaginal cul-de-sac. 

Three weeks after the patient’s admission to the 
hospital she began to lose blood. During the night 
of August 21 she had a vaginal hemorrhage. Fol- 
lowing a classical caesarean section in which a living 
female infant was delivered, Porro’s amputation 
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was done immediately and the abdominal wall 
closed. The postoperative course was without 
incident. 

Fifteen days after the operation the cervix was 
dilated and two tubes of bromide of radium of 50 
mgm. each were inserted from the abdominal open- 
ing. In the pericervical vaginal site, three tubes of 
25 mgm. were placed in a circular drain around the 
cervix. 

Three weeks after the application of the radium, 
examination showed complete disappearance of the 
cervical tumor and only slight induration in the 
anterior cul-de-sac. 

No mention is made of a microscopic examination 
of the tumor. SALVATORE DI Parma, M.D. 


Michel, Fruhinsholz, and Mathieu: Cancer of the 
Cervix and Pregnancy; Hysterectomy in the 
Fourth Month; End-Result (Cancer du col et 
grossesse; hystérectomie au 4e mois; résultat éloigné). 
Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 106. 

The case reported by the authors was that of a 
woman 4o years old who had had four children, all 
of whom died shortly after birth. On July 25, 1921, 
when the patient was in the fourth month of preg- 
nancy, she entered the hospital on account of marked 
leucorrhoera. A diagnosis of malignant new growth 
of the cervix was made and a Wertheim hysterec- 
tomy performed. The parametrium was not in- 
vaded. 

Convalescence from this operation was normal, 
and the patient left the hospital a month later in 
excellent condition. On December 28, 1921, she 
returned on account of a bloody vaginal discharge. 
Examination then revealed an indurated mass at 
the end of the vagina. Curettage of this mass was 
followed by the application of radium. 

On April 10, 1925, the patient again returned to 
the hospital with a bloody vaginal discharge. Ex- 
amination revealed a small crater-like induration 
at the end of the vaginal stump. A second applica- 
tion of radium was given. 

In December, 1925, four years and four months 
after the hysterectomy, the patient is in excellent 
condition. The vagina is smooth and shows no 
ulcerations. A small nodule the size of a pea in the 
posterior part of the vagina the authors believe is a 
scar. 

No mention is made of a microscopic examination 
of the neoplasm. SALVATORE DI Patma, M.D. 


LABOR AND ITS COMPLICATIONS 


Esch, P.: The Occurrence of Brain Pressure and Its 
Effect upon the Fetal Heart Sounds During 
Labor (Ueber das Zustandekommen und den 
Einfluss des Hirndrucks auf das Verhalten der 
kindlichen Herztoene waehrend der Geburt). 
Monatsschr. f. Geburish. u. Gynack., 1925, \xix, 308. 


There are two types of brain pressure. One is 


the acute type which is due mainly to mechanical 
factors such as pressure or a blow upon the brain 
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and may occur during operative delivery or the 
sudden descent of the infant through a narrow 
pelvis. The other is a gradually developing type 
which is due to a disturbance in the circulation of 
the blood such as venous stasis or obstruction of the 
arterial supply which causes cellular injury. 

The acceleration of the heart sounds resulting 
from cerebral pressure the author attributes chiefly 
to vagus irritation rather than to a carbon dioxide 
overload such as occurs in general asphyxia. Where- 
as in acute cerebral pressure a rapid recovery of the 
heart sounds is to be expected, the author believes 
that when cerebral pressure is manifest an attempt 
should be made to terminate the labor just as in 
cases of slowing of the heart due to an overload of 
carbon dioxide. 

However, if the prerequisites for a forceps deliv- 
ery have not been met, there is danger that a forced 
delivery may cause an increase in the cerebral pres- 
sure which will prove serious for the child. Con- 
sequently, the danger of waiting until the indica- 
tions for a forceps operation become apparent 
seems to be less than that of forcibly ending the 
labor at once. HENNICKE (G). 


Polak, J. O.: The Technique of Transperitoneal 
Cesarean Section. Surg., Gynec. & Obst., 1926, 
xlii, 551. 


To decrease the danger of cwzsarean section, pelvic 
disproportion or fetal malposition must be recog- 
nized either before or immediately at the beginning 
of labor. In the borderline case with but slight dis- 
proportion and only slight deflexion of the vertex, 
good obstetrical judgment is particularly necessary. 

Since over 80 per cent of labors in cases of border- 
line contraction terminate spontaneously or can be 
terminated with the aid of low forceps, it is well in 
these cases to allow the woman to have a moderate 
test of labor. This is best given in bed, the patient’s 
strength being conserved by rest, the free use of 
morphine and scopolamine, forced feeding, and the 
forced ingestion of fluids. During this preliminary 
test, the character of the contractions, the contour 
of the uterus, the pulse, the temperature, the prog- 
ress of descent, and the amount of dilatation should ° 
be carefully checked. 

If there is no evidence of advance or no apparent 
increase in the dilatation of the cervix, a careful 
vaginal examination with the bladder empty should 
be done and an attempt made to crowd the perfectly 
flexed head into the brim. If there is much over- 
riding, or if the consistency of the head and sutures 
show that the head cannot be crowded in, cwsarean 
section is indicated. 

Prior to the induction of anawsthesia in such a 
case the patient should be given an intravenous in- 
jection of 250 c.cm. of a 10 per cent glucose solution. 
In the pre-operative preparation of the genital 
organs, I oz. of a 4 per cent solution of mercuro- 
chrome should be slowly injected into the vagina 
while the hips are elevated on a sterile douche pan. 
This should be done at least thirty minutes before 
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the operation, and is necessary particularly when 
the membranes are ruptured. 

The operation is described in detail and the essen- 
tials in the after-treatment are discussed. 

Of chief importance in the technique are: (1) the 
low abdominal incision (2) the placing of the trac- 
tion suture in the uterus at the upper limit of the 
abdominal incision so that, when held taut, it will 
completely close the wound, (3) the separation of 
the peritoneal flap, including the bladder, (4) the de- 
livery of the fetus by the head, (5) spontaneous 
separation of the placenta, (6) the packing of the 
uterus with washed iodoform gauze to stimulate its 
-contraction and retraction, (this gauze is usually 
found in the vagina at the end of twenty-four hours), 
and (7) complete occlusion of the uterine wound by 
suturing the bladder reflexion over it to prevent 
peritoneal leakage and intestinal adhesions. 

RoLANb S. Cron, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Kirstein: A New Procedure for the Treatment of 
Severe Puerperal Infection (Ein neues Verfahren 
zur Behandlung schwerer puerperaler Infektion). 
Arch. f. Gynack., 1925, €XXV, 309. 

The author’s method of treating severe puerperal 
infection is based upon the continuous intravenous 
infusion of physiological sodium chloride solution 
used by Laewen with good results in peritonitis. In 
order to strengthen the heart muscle at the same 
time, glucose solution is injected intravenously 
according to the recommendation of Buedingen. 

Kirstein uses only a to per cent glucose solution. 
He injects 2 or 3 liters intravenously every day. 
According to the requirements of the case, stro- 
phanthin or adrenalin is added to the solution. 

The result of this continuous intravenous infusion 
may be shown graphically by curves. It consists 
in a fullness of the circulation which accelerates 
metabolism. ‘The acceleration may be further in- 
creased by the induction of sweating. There is also 
an increased diuresis which increases thé bacteri- 
cidal power of the blood. Three liters of a 1o per 
cent glucose solution represent 1,500 calories. 
Therefore, like protein bodies, glucose acts as a 
stimulant. HerscHan (G). 





INTERNATIONAL ABSTRACT OF SURGERY 


Fuerst, W.: Rectal and Vaginal Examinations and 
the Prophylaxis of Puerperal Infections (Die 
Bedeutung der rectalen und vaginalen Untersu- 
chungsmethode fuer die Prophylaxe puerperaler 
Wundinfektionen). Arch. f.Gynaek., 1925, CXXV, 395. 


In order to determine whether rectal examination 
is to be preferred to vaginal examination in the 
clinical conduct of labor, the author reviewed 4,017 
ases. Up to one hour of labor and from one to three 
hours after the rupture of the bag of waters, the 
temperature rose above 38 degrees C. less frequently 
after rectal examinations than after vaginal exam- 
inations (an incidence of 7.8 to 8.7 per cent as com- 
pared with an incidence of 10.2 to 13.5 per cent). 
Moreover, the incidence of periuterine infection was 
six times as high in the cases examined vaginally as 
in those examined rectally. 
l'uerst concludes from this study that the vaginal 
examination should be used only when it is most 
definitely indicated, and that for the instruction of 
students and midwives the rectal examination is the 
method of choice. Herscuan (G). 


Bovin, E.: A Case of Puerperal Streptococcal Sep- 
ticemia with Sequestrating Osteitis of the 
Right Pubic Bone. Acta obst. et gynec. Scand., 
1925, 1V, 183. 

A woman 42 years of age had a difficult forceps 
delivery resulting in the death of the child, tears in 
the vagina and cervix, and streptococcal septi 
cemia. When she was discharged from the hospital 
at the end of about six months she complained of 
pain in the right leg. A year later this pain was still 
very severe and caused disability. An orthopedist 
treated the patient for hip disease but the dis- 
ability continued. Two years after the patient’s 
delivery, a sinus was discovered which opened into 
the vagina opposite the right pubis and drained 
foul pus. X-ray examination disclosed a sequestrat- 
ing osteitis of the right pubic bone and a wide dias- 
tasis of the pubic rami. 

The author states that the lesion in the pubic 
bone might have been secondary to an injury of the 
symphysis caused by the forceps delivery, but he 
believes it more probable that it was due to direct 
extension to the bone of infection from a vagina 
tear. Goopricu C. SCHAUFFLER, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Fuchs, F.: Studies of the Inner Topography of 
the Kidney (Untersuchungen ueber die innere Topo- 
graphie der Niere). Zéschr. f. urol. Chir., 1925, 
Xvili, 164. 

This is a study of importance to every surgeon 
operating on the kidney. The possibility today not 
only of diagnosing the presence of a stone in the 
kidney but also of locating it exactly becomes of 
practical value only when the stone can be removed 
by the best route as determined anatomically. To 
determine which route is best the author studied 
numerous corrosion preparations of the arteries, 
veins, and pelves of injected kidneys and the roent- 
genograms of kidneys filled with contrast material. 
The most important findings were the following: 

The interlobar arteries branching off from the 
main artery course along in the renal sinus nearly 
parallel with the calyces. On entering the sinus 
these vessels sometimes cross it at an acute angle 
corresponding to the spaces between the calyces, 
one plane lying immediately ventral and the other 
dorsal to the pelvis. At a point about !4 cm. before 
their entrance into the renal parenchyma, vessels 
from the ventral group of branches pass dorsally 
through the calyx interstices and then course along 
with the dorsal group. Except in the parenchyma, 
it is rare that the interlobar arteries of the dorsal 
group join the ventral group. 

Therefore if, trusting to the independence of the 
anterior vascular region from the posterior vascular 
region, the surgeon uses the autopsy or the Zondek 
incision, cutting through into the calyces, he will 
invariably enter a zone about 1 cm. thick in which 
there is an overlapping of both vascular regions, and 
vessels of the caliber of the interlobar. arteries will 
be opened. The dividing line between the terminal 
branches of the anterior and posterior interlobar 
arteries lies, as Zondek has stated, nearly always 
from % to 34 cm. behind the line of convexity of 
the kidney. However, in the author’s opinion this 
line is of secondary importance because the terminal 
branches are of small caliber. Arteries of this caliber 
are cut in every incision into the parenchyma and 
their injury is of much less importance than the 
injury of an interlobar artery. 

There is no constant relationship between the 
form or type of the renal pelvis and the manner in 
which the blood vessels branch. ‘The bipartite renal 
pelvis demonstrated pyelographically does not have, 
as might be assumed, a separate cranial and caudal 
vascular region. The space between the two main 
pelves harbors, like a small calyx interspace, inter- 
lobar vessels which pass from the ventral to the 
dorsal group; frequently, in fact, it is the chief 


ventral branch which passes dorsally in the large 
calyx interspace. ‘Therefore when the bipartite 
pelvis is approached from the convexity of the 
kidney, this main branch may be injured. 

From these anatomical findings it appears that a 
stone revealed by pyelogram or by fluoroscopic 
examination of the luxated kidney is approached 
best, not by an incision on the convexity of the 
kidney, but by a radial-incision made on the dorsal 
or ventral surface. 

The main facts stated concerning the interlobar 
arteries apply also to the veins. A finding of impor 
tance with regard to haemorrhage due to a tumor 
and the location of the source of the bleeding in so 
called essential haemorrhage is the fact that the 
fornix calicis is surrounded for three-fourths of its 
circumference by a network of veins of the caliber 
of the interlobar veins. This network lies directly 
on the wall of the calyx, without any interposed 
sinus fat. Therefore hamorrhages from these veins 
enter, not the fatty tissue of the sinus, but the calyx. 
This fact explains also why fluids injected into the 
renal pelvis not infrequently enter the venous 
system. The fornix calicis must be regarded as an 
area which is predisposed to venous hemorrhages 
into the renal pelvis. PrLauMER (Z). 


Pflaumer, E.: The Physiology of the Renal Calyces 
and the Renal Pelvis (Beobachtungen zur Phy- 
siologie der Nierenkelche und des Nierenbeckens). 
Verhandl. d. Deutsch. Gesellsch. f. Urol., 1925, p. 62. 

The excretion of urine from the renal pelvis is 
not continuous but intermittent. Continuous drop 
ping of urine indicates dilatation and stasis of the 
ureter or renal pelvis. Immediately after a series 
of drops, the renal pelvis is not empty, and if the 
end of the catheter lies in a calyx instead of the 
renal pelvis, not a single drop of urine can be ex 
pressed or aspirated. Urine can be obtained by 
retrograde catheterization only after from twenty 
to sixty seconds. The urine is therefore poured 
intermittently from the papilla into the renal calyx, 
and in the intervals the calyx is closed against the 
pelvis. 

From these facts the author assumes that certain 
anuric conditions are caused by spasm of the 
papillary sphincters. The failure of the periodic 
closure of the papilla due to stasis in the renal pelvis 
is increased (increased infiltration) and the pressure 
exerted upon the urine in the medullary substance 
is diminished (diminution of resorption). ‘This 
explains the polyuria occurring in prostatic condi 
tions, and may possibly explain also certain devia 
tions in the urinary secretion which are found to 
occur in tuberculosis of the tips of the papillie. 

SCHEELE (Z). 
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Ody, F.: The Pregl Test of Kidney Function and 
Haberer’s Experiences with It. (Ueber die 
Nierenfunktionspruefung nach Pregl und_ die 
Eerfahrungen Haberers mit dieser Methode). Zéschr. 
f. urol. Chir., 1925, xviii, 300. 


This article is a criticism of the new test of renal 
function devised by Pregl. ‘The quantitative deter- 
mination is uncertain because not all of the urine is 
drawn off, part of it flowing down into the bladder 
alongside the catheter. The short period of obser- 
vation of the function of the kidney leads to false 
conclusions, especially in the presence of polyuria 
and its associated decrease in concentration. More- 
over, the work of a single kidney is variable, and at 
a given time an unfavorable concentration may 
occur without any disturbance in the total function 
of the organ. Whereas the function of the healthy 
kidney varies, being sometimes above and some- 
times below the normal, the sick kidney secretes 
more constantly and at a given time may show bet- 
ter function than the healthy kidney. 

A further source of error in Pregl’s method is the 
determination of the specific gravity. The specific 
gravity depends upon the quality of the dissolved 
substances. Therefore two urines of different 
character may have the same specific gravity, al- 
though the quantity of substances dissolved in them 
is different. With regard to the qualitative differ- 
ences of the urine, the author states that patho- 
logicophysiological observations do not support 
Pregl’s hypotheses because the sick kidney does not 
always concentrate mineral substances better and 
organic substances worse than the healthy kidney. 
The advantage of the method lies in the fact that, 
by means of it, the specific gravity can be deter- 
mined in smaller portions of urine than was pre- 
viously possible. SCHEELE (Z). 


Hinman, F., and Hepler, A. B.: Experimental Hy- 
dronephrosis: The Effect of Ligature of One 
Branch of the Renal Artery on Its Rate of De- 
velopment. IV. Simultaneous Ligation of the 
Posterior Branch of the Renal Artery.and the 
Ureter on the Same Side. Arch. Surg., 1926, xii, 
830. 


Because of the almost complete absence of intra- 
renal and extrarenal arterial anastomoses, ligation 
of the posterior branch of the renal artery causes in- 
farction and throws from one-third to one-half of 
the kidney out of function. When this procedure is 
combined with total obstruction of the ureter on the 
same side, enormous sacculations or diverticula are 
formed in the infarcted area in a remarkably short 
time. 

This effect is due to the lessened resistance of 
the degenerated parenchyma to urinary back pres- 
sure and emphasizes the importance of the blood sup- 
ply in hydronephrotic dilatation. 

The absence of hydronephrosis in two of twelve 
rabbits experimented upon, both of which showed a 
focal suppurative nephritis, confirms the authors’ 
theory that early infection and its resulting anuria 
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are factors of importance in the production of pri- 
mary atrophy when the ureter is completely ob- 
structed. Louis Neuwe t, M.D. 


Schulte, W. G.: Carcinoma with Hematuria: A 
Case Report Showing the Consequences of 
Pyelography. California & West. Med., 1926, xxiv. 
657. 

The patient whose case is reported in this article 
was a man 36 years of age who had had a painless 
enlargement on the left side of the scrotum for ten 
years, dating from an injury, and gave a history 
of recent constant hematuria. 

Examination of the abdomen revealed a large 
irregular mass extending on the right side down to 
the iliac crest, and on the left side to the level of 
the navel. This mass was nodular and moved freely 
with respiration. 

The roentgenologist reported: ‘‘Unable_ to 
demonstrate any abnormality of the genito-urinary 
tract. The kidney outline is seen distinctly on the 
right side. ‘There is a large shadow, conforming 
closely to the liver outline, in the upper right quad- 
rant, extending down to the iliac crest. This pro- 
duces a definite pressure defect at the hepatic 
flexure. The stomach is normal. The mass in the 
upper right quadrant is probably a metastatic neo 
plasm of liver, although a retroperitoneal neoplasm 
must be considered.” 

In an effort to determine the origin of the hama- 
turia and to differentiate the tumor mass, a cysto- 
scopic examination and pyelogram were made. 

The author concluded that he was dealing with a 
primary carcinoma of the left testicle with metas- 
tases in the left kidney and the liver. The patient 
died twenty days after the cystoscopic examination. 

A preliminary study of the blood urea and 
creatinin was not made, but the patient’s general 
condition was good and he was considered a safe 
risk for cystoscopic examination. The pyelograms 
were made after injection of the kidney pelves with 
a 12 per cent solution of sodium iodide combined 
with 1:3,000 mercuric iodide. With the use of the 
plungerless syringe and under slightly more than 
atmospheric pressure, each kidney pelvis was 
injected with 5 c.cm. of solution without causing 
discomfort. The patient left the table in good con 
dition. 

The chart shows that no urine was voided 
during the rest of that day or the next two days. 
The patient became drowsy and gradually lapsed 
into coma. At this time the blood findings were 
typical of uremia. After the injection into the 
lateral pectoral regions of 1,500 c.cm. of a normal 
saline solution, the condition improved somewhat 
but some bloody urine was voided. During the 
next forty-eight hours, 3,000 c.cm. were injected in 
the same region and the patient became rational. 
The two subsequent examinations of the blood 
show a very rapid fall in the urea nitrogen from 144 
to 54 mgm., and in the creatinin from 6.5 to 1.5 
mgm. 
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Autopsy showed the right kidney to be normal, 
but revealed a diffuse nephritis with hemorrhage 
and a small urate calculus in the pelvis of the left 
kidney. As there was no evidence of injury to the 
kidney pelves from the injection, the author is at a 
loss to explain the uremia. The patient’s death was 
due to carcinoma with metastases in the liver and 
the mediastinal glands, the primary focus of which 
was not determined. Louis Gross, M.D. 


Dourmashkin, R. L.: Dilatation of the Ureter with 
Rubber Bags in the Treatment of Ureteral 
Calculi. J. Urol., 1926, xv, 449. 


The author believes that more consideration 
should be given to the removal of ureteral stones 
by methods other than open operation. When the 
size of the stone is large, he has obtained good 
results by dilating the ureter with rubber bags. 

This dilatation is the same in principle as hydro- 
static dilatation of the uterine cervix in labor and 
dilatation of the asophagus in oesophageal stenosis. 
The introduction of the bags is facilitated by the 
use of a modified Brown-Buerger operating cysto- 
scope in which the straight distal wall of the sheath 
is converted into a slanting one. 

A number of cases are reported. 

C. Travers Stepita, M.D. 


Miginiac, G.: Accidental Section of the Ureter in 
the Course of a Hysterectomy for Cancer; 
Simple Ligation; Uncomplicated Recovery 
(Section accidentelle de |’uretére au cours d’une 
hystérectomie pour cancer; ligature simple; guérison 
sans incidents). Bull. et mém. Soc. nat. de chir., 
1925, li, 988. 

The author reports the case of a 42-year-old 
woman who had a cauliflower cancer of the uterine 
cervix which had caused symptoms for four months. 
The vagina was clear and the uterus freely movable. 
Radium was applied, and thirty days later a radical 
Wertheim hysterectomy was done. During the 
operation the traction clamp lifted the uterus high 
so easily that the left ureter was sought too low 
along the side of the vagina and was accidentally 
tied and divided in the sacro-uterine ligament. As 
the ureteral stump was too short to implant in the 
bladder and the patient’s condition would not per- 
mit prolonzation of the operation, the ligated ureter 
was left in place without any attempt at repair. 

The patient made an uneventful recovery and 
left the hospital on the twenty-eighth day. To date, 
seventeen months after the operation, healing has 
been maintained and there has been no urinary 
disturbance. Histological examination revealed no 
cancer cells in the cervix or parametrium. 

In the author’s opinion, the left kidney promptly 
atrophied after the ligation of the ureter. 

This case shows that when the remaining kidney 
and the blood-urea are normal, it is possible simply 
to ligate an accidentally sectioned ureter and 
thereby avoid prolonging the operation. 

Wa ter C. Burket, M.D. 
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Bouchard and Laquiére: The Results of a Ureter- 
orrhaphy at the End of Nineteen Years (Sur un 
cas d’urétérorraphie: résultat au bout de dix-neuf 
ans). J. d’urol. méd. et chir., 1926, xxi, 39. 


Following section of the right ureter during the 
course of a hysterectomy performed on a woman 48 
years of age, the ureter was repaired by suture. 
After the operation, the patient was well until July, 
1925, nineteen years later, when she entered the 
hospital because of pain in the region of the right 
kidney. Palpation showed the right kidney to be 
greatly enlarged. The smooth, painless enlargement 
was attributed to hydronephrosis and the diagnosis 
confirmed on catheterization of the ureters and 
pyelography. Pyeloradiography showed considerable 
dilatation of the kidney and pelvis which formed a 
multilocular pouch. The ureter was dilated at its 
origin in the shape of a crosier, a deformity which is 
characteristic of tumor. This could not have been 
the cause of the dilatation of the ureter for the ureter 
was dilated far below it. 

At operation, adhesions rendered it impossible to 
free the ureter down to the site of the ureterorrhaphy. 
Nephrectomy was therefore performed with section 
of the ureter as low down as possible. The specimen 
showed the ureter to be dilated to the size of the 
little finger. The pelvis and upper two-thirds of the 
kidney formed a pouch which contained about 150 
c.cm. of turbid urine. The lower pole was occupied 
by an epithelioma which had not caused any symp- 
toms and which was revealed only by pyelography. 

Nineteen years after the ureterorrhaphy, catheteri- 
zation showed perfect permeability of the ureter and 
anatomically the ureter was completely restored to 
normal. Asa rule the destruction of kidney sub- 
stance after ureterorrhaphy is due to stricture grad- 
ually obstructing the lumen, but in this case the 
trouble was physiological. The muscle fibers of the 
upper and lower ends of the ureter came into contact, 
but as they did not function together the urine was 
not forced toward the bladder by contractions of the 
pelvis and ureter but descended only by the force of 
gravity, the pelvis and ureter becoming a single 
stagnant pouch. The late results of ureterorrhaphy 
in this instance were therefore not so favorable as 
those found by Chevassu after three years. 

Auprey G. Morcan, M.D. 


GENITAL ORGANS 


Cohen, I., Dodds, E. C., and Webb, C. H. S.: Ob- 
servations Bearing upon the Operation of 
Prostatectomy. Bril. J. Surg., 1926, xiii, 656. 


Because of the lack of agreement as to the value 
of renal function tests in relation to prostatectomy, 
the authors investigated a series of cases. For 
various reasons, detailed in the text, it was decided 
to concentrate the observations upon blood analysis. 
In a study of the figures obtained in relation to the 
after-history it was found that the non-protein nitro- 
gen content and uric acid content of the blood 
formed the best guide to the prognosis. The upper 
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limit of safety for a complete prostatectomy was 
found to be 50 mgm. of non-protein nitrogen and 
3.5 mgm. of uric acid per 100 c.cm. Experience has 
shown that if the values of these constituents are 
higher, it is advisable to perform a preliminary 
suprapubic cystotomy and delay the enucleation 
until the values fall within the limits of safety. 

The blood-urea content is much less reliable than 
the non-protein nitrogen and uric acid contents. A 
high blood-urea content must always be regarded as 
a serious sign, but reference to the tables presented 
by the authors shows that a low urea content can- 
not always be regarded as an indication of normal 
kidney function. 

In conclusion the authors state that laboratory 
findings should never be relied upon alone, but 
should always be considered in their relation to 
the patient’s clinical state. 

Joun G. Cuertuam, M.D. 


Rolnick, H. C.: Catheterization of the Ejaculatory 
Ducts. Surg., Gynec. & Obst., 1926, xlii, 667. 


In an examination of twenty-nine autopsy speci- 
mens of the prostate, posterior urethra, ejaculatory 
ducts, seminal vesicles, vas deferens, and testicles, 
the author found that the urethral orifices of the 
ejaculatory ducts are often difficult to locate because 
of the fact that they open on the margins of, or 
within, the utricle. 

When the seminal vesicles were injected through 
the ejaculatory ducts the fluid entered the vas 
deferens in only eight of the fifty-eight specimens. 
Therefore medication of the seminal vesicles through 
the ejaculatory ducts seldom accomplishes its pur- 
pose since the ampulla of the vas deferens, which is 
always involved in the pathological process, can be 
injected in only a limited number of cases. 

J. SypNey Ritrrer, M.D. 


Retterer, E.: The Evolution of the Testicles of the 
Bull After Crushing of the Vas Deferens (Evo- 
lution du testicule du taureau aprés écrasement du 
canal déférent). J. d’urol. méd. et chir., 1926, xxi, 14. 


The peasants of the Vosges use bulls for farm work. 
Up to the age of 2 years these animals are docile, but 
after that they become violent and dangerous. To 
prevent this change, the peasants crush the vas 
deferens by passing it through a groove in a cylinder, 
placing a wedge of wood over it in the groove, and 
striking the wedge several times with a heavy ham- 
mer. 

The entire obliteration of the vas deferens causes 
the epithelial lining of the seminiferous tubules to be- 
come transformed slowly into reticular tissue. This 
process is not an atrophy but a simple hypotrophy 
due to a change in structure. Sexual libido and 
potentia coeundi decrease and finally disappear al- 
together. They can be reestablished by means of 
testicle grafts. 

These facts indicate that the epithelium of the 
seminiferous tubules is the source of the internal 
secretion of the testicle. Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Kuemmell, H., Sr.: Hzaemorrhages from the Uri- 
nary Organs (Die Blutungen der Harnorgane). 
Deutsche Ztschr. f. Chir., 1925, cxcii, 143. 


In cases of haemorrhage from the urinary tract 
certain conclusions can be drawn as to the focus 
of the disease from the nature of the haemorrhage: 

1. If the blood flows spontaneously from the 
urethra without urination, the source of the hamor- 
rhage is in the urethra. 

2. If clear urine is passed at first and blood 
appears only at the end of urination, the lesion is in 
the bladder. 

3. When the urine is uniformly bloody, the lesion 
may be in the bladder or the upper part of the 
urinary tract. Typical of lesions in the upper uri- 
nary tract are worm-shaped coagula formed in the 
ureter. 

In cases of unexplained haemorrhage from the 
urethra, urethroscopy offers information. 

In cases of bladder hemorrhage it is possible to 
determine the nature and extent of the haemorrhage 
by cystoscopy. The most important causes of 
bladder hamorrhage are hypertrophy of the pros- 
tate, tuberculosis, papilloma, and carcinoma. 
Varicosities of the bladder are very rarely the source 
of haemorrhage. Vesical calculi and foreign bodies 
usually offer no diagnostic difficulties. Severe 
cystitis, especially of the ulcerating and necrotic 
forms, may give rise to severe haemorrhages. Tuber- 
culosis of the bladder is always secondary to pri- 
mary tuberculosis of the kidney. Injuries of the 
bladder are usually associated with characteristic 
symptoms such as severe pain, excruciating stran- 
gury, and inability to urinate. In ruptures of the 
bladder only small amounts of bloody urine are 
obtained even with a catheter. This so-called bloody 
anuria is a positive sign of rupture. 

In cases of haemorrhage from the upper urinary 
tract the diagnosis is more difficult, but catheteriza- 
tion of the ureters, roentgenography, and especially 
pyelography and tests of kidney function will 
reveal the nature of the condition. In cases of 
renal tumors the diagnosis is sometimes difficult, 
particularly in the early stages. 

Massive hemorrhages may be caused also by 
polycystic degeneration of the kidneys. 

The differentiation between tumor of the renal 
pelvis and tumor of the ureter is facilitated by 
pyelography which reveals form changes and 
filling defects. The results of operation on tumors 
of the renal pelvis and ureter are favorable. 

In tuberculosis of the kidney the initial hamor- 
rhage is often the first sign. Tuberculosis should be 
suspected in every case of cystitis which is refrac- 
tory to treatment and in which the urine is acid and 
contains leucocytes. The diagnosis is confirmed by 
the demonstration of tubercle bacilli by microscopic 
examination, cultures, and animal inoculations. 
Tuberculosis of the kidney is almost always a uni- 
lateral disease which infects the bladder secondarily. 
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The treatment is nephrectomy performed as soon 
as possible. Treatment with tuberculin has so far 
failed to cure. 

In cases of haemorrhage due to calculi the diag- 
nosis is rendered easy by the X-ray. 

The diagnosis of renal injury is usually not diffi- 
cult, but as the severity of the injury cannot be 
judged from the amount of haemorrhage, exposure 
of the kidney, resection of pieces of kidney which 
have been torn off, union by suture, or removal of 
the entire torn organ should be done early. 

In conclusion the author discusses the difficulties 
in the differential diagnosis of renal hemorrhages 
from nephritis and unknown causes. Denks (Z) 


Bazy, P.: Horteloup’s Resection of the Perineum 
for Complicated Gonorrhoeal Strictures (Ré- 
section du périnée pour rétrécissements blenorra- 
giques compliqués, méthode d’Horteloup). J. d’urol. 
méd. el chir., 1925, XX, 353- 


Bazy reports the case of a man of 45 years upon 
whom he performed an internal urethrotomy 
twelve years ago. After that operation the scrotum 
became greatly enlarged and an indurated mass the 
size of a hen’s egg caused a protrusion of the peri- 
neum. At the second operation Bazy made a racket 
incision in the perineum by Horteloup’s method, 
and removed the indurated tissue from around the 
urethra. A retention catheter was left in place for 
six days. 

Brief notes are given also on a number of similar 
cases in which gonorrhoeal stricture of the mem- 
branous part of the urethra was complicated by 
induration or fistula. 

The chief requirement in the operation is the 
removal of all sclerosed tissue. The incision must 
be carried into tissue that is normal or the scar will 
retract. Sclerosis is produced by attenuated infec- 
tion, and if an incision is made in the midst of 
sclerosed tissue, the infection may be spread. In 
many cases the operation can be limited to a peri- 
urethrectomy by simply removing sclerosed tissue; 
the urethra then remains supple and can be dilated 
as soon as the pressure of the indurated tissue is 


227 


removed. In other cases it may be necessary to 
resect from 2 to 5 cm. of the urethra. Sometimes 
the entire circumference of the urethra must be 
resected, while in other cases there may be a band 
of normal mucous membrane on the upper surface 
which should be spared. If the distance between 
the two ends of the urethra is too great for suturing, 
the ends may be brought closer together by threads. 
The urethra must be carefully dissected from the 
sclerosed tissue. Only sclerosed tissue need be 
removed; even considerable oedema of the sur- 
rounding tissue will subside when the pressure of 
the induration is removed. 

Horteloup believes that the wound need not be 
sutured, but may be left to close spontaneously 
over a retention catheter. Bazy sutures the wound 
but, like Horteloup, does not find it necessary to 
remove the urine by suprapubic incision. It is well 
to leave a retention catheter in place for several 
days to prevent the entrance of urine into the tis 
sues through a possible minute opening in the 
urethra. In cases of traumatic stricture in which 
there is no indurated tissue and it is practically 
certain that an exact union of the two ends of the 
urethra can be brought about, preliminary drain 
age of the urine through a syprapubic incision is of 
advantage. Bazy uses for internal urethrotomy a 
special instrument of his own by which three in 
cisions may be made—one on the left inferolatera]l 
surface of the urethra, one on the right inferolateral 
surface, and one on the upper surface—and incision 
can be limited to the strictured area. Sometimes 
when there are strictures of other parts of the 
urethra, the perineal or scrotal periurethrectomy 
should be supplemented by internal urethrotomy of 
the constricted parts. 

Some surgeons maintain that stricture of the 
membranous part of the urethra does not result 
from gonorrhoea, but Bazy and Decloux have dem- 
onstrated such strictures by macroscopic and mi 
croscopic examination. They admit, however, that 
they may be only prolongations of a stricture of 
the premembranous or anterior urethra. 

Auprey G. Morcan, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Abramowa, A.: Exostosis Bursata (Zur Frage der 
Exostosis bursata). Zentralbl. f. Chir., 1925, lii, 2649. 
The author briefly reviews the theories that have 
been advanced with regard to the pathogenesis of 
exostosis bursata and then discusses the treatment, 
especially the surgical treatment employed for this 
condition. 

Exostosis bursata is a benign tumor that arises 
from the epiphyseal portion of the bone. It con- 
sists of bone and cartilaginous tissue covered by a 
connective tissue capsule. 

It occurs most frequently on the femur, shoulder, 
jaw, and phalanges, and is found more rarely on 
the tibia, clavicle, pelvis, ribs, vertebra, and other 
bones. 

Abramowa reports an instructive case, discussing 
the anatomicopathological and X-ray findings and 
the treatment. This case is of special interest 
because free bodies were found in the capsule. 

STEGEMANN (Z). 


Cokkalis, P.: Dupuytren’s Contracture of the 
Palmar and Plantar Aponeuroses (Dupuy- 
trensche Contractur der Palmar- und _ Plantar- 
aponeurose). Deutsche Ztschr. f. Chir., 1926, cxciv, 
256. 

Numerous theories have been advanced as to the 
cause of Dupuytren’s contracture, but none has 
been entirely satisfactory. Krogius studied the 
hereditary aspects of the condition. In the early 
stages of development small muscles are found in 
the hands and feet instead of the connective tissue 
and fascial sheaths. Even in the newborn infant, 
the palmar aponeurosis contains striated muscle 
elements. Therefore it must be regarded as a tendon 
structure of muscular origin. This theory is sup- 
ported by the fact that similar changes are found 
also in the feet. 

The author reports a case in which the contrac- 
ture occurred first in both hands and a year later 
in the feet. Braun (Z). 


Wilensky, A. O., and Samuels, S. S.: Osteomyelitis 
of the Sternum. Ann. Surg., 1926, |xxxiii, 206. 
This article reviews the literature of osteomyeli- 
tis of the sternum and summarizes the findings in 
twenty-one cases previously reported. To these 
cases are added three new ones. The sternum is the 
site of the infection in about 0.003 per cent of cases 
of osteomyelitis. 
The authors review the pathogenesis of the con- 
dition and discuss its complications. 
Fremont A. CHANDLER, M.D. 


Allison, N., and O’Connor, D. S.: Cysts of the Semi- 
lunar Cartilages; Report of Two Cases of Cyst 
of the External Semilunar Cartilage and One 
Case of Cyst of the Internal Semilunar Car- 
tilage. Surg., Gynec. & Obst., 1926, xlii, 259. 


Allison and O’Connor review the literature of 
cysts of the semilunar cartilages and add two cases 
of cysts of the internal semilunar and one case of 
cysts of the external semilunar. They summarize the 
characteristics of these cases as follows: 

1. The cysts were multilocular. 

2. Except in one case, they have no endothelial 
lining. 

3. There was no evidence of an inflammatory 
reaction. 

4. They were filled with a mucoid substance. 

5. In all cases they were located in the mid-por- 
tion of the semilunar cartilage on the external border. 

6. In one-half of the cases there was a definite 
history of injury. 

7. The cysts reached their maximum size quickly 
and then remained stationary. 

8. Most of the patients were in the second decade 
of life. 

9g. Spontaneous recovery never occurred. Re- 
currences sometimes developed when the entire 
cartilage was not removed. 

10. Pain was noted on complete extension and 
acute flexion of the knee 

Fremont A. CHANDLER, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Jessen, H.: The Importance of the Periosteum in 
the Origin and Treatment of Pseudarthroses 
(Ueber die Bedeutung des Periosts bei der Entste- 
hung und Behandlung der Pseudarthrosen). Arch. 
f. klin. Chir., 1925, Ixxxvii, 289. 

The author discusses the theories of Lexer and 
Bier as to the pathogenesis of pseudarthrosis. He is 
inclined to accept the viewpoint of Lexer regarding 
the great importance of the periosteum and its 
nourishment in the formation of callus. He accepts 
also the theory of Sudeck concerning the impor- 
tance of the ‘‘dead spaces.” The trauma producing 
the fracture causes also spaces in the soft tissues 
which the surrounding muscles cannot fill. Blood 
gathers in these spaces and the formation of callus 
begins here later. The development of callus will 
be the more extensive the larger the dead spaces, 
providing they are lined with sufficient periosteum. 

Stripping of the periosteum from the bones is not 
in itself injurious, but stripping of the musculature 
from the periosteum greatly hinders bony healing. 
The tendency of the callus to extend depends, not 
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on unknown hormonal stimuli as Bier thinks, but 
upon the filling in of the dead spaces by new bone, 
as suggested by Sudeck. Moreover, the formation 
of parosteal callus depends, not upon metaplasia, 
but upon misplaced periosteum. The mystery of 
traumatic myositis ossificans is similarly cleared up. 
The practical results of Sudeck’s very simple 
periosteal theory are illustrated by several successful 
operations for pseudarthrosis. These operations 
were divided into three parts: replacement of the 
fracture ends, joining of the fracture ends, and the 
replacement of the periosteum. The third part is 
of special interest because of the use of Sudeck’s 
method of transplanting the periosteum, which 
consists in cutting it circularly and placing it, to- 
gether with its muscular attachments, over the site 
of the fracture. The good results of this procedure 
are evident in the roentgenograms. Bonn (Z). 


Naervi, E. J.: Contributions on the Regeneration 
of Tendons and the Treatment of Tendon 
Ruptures, Particularly in the Region of the 
Synovial Sheaths. Acta chirurg. Scand., 1926, |x, 1. 


After tenorrhaphy the ends of the tendon are 
united by granulation tissue formed by the con- 
nective tissue of the external and internal peritenon 
and the tissues surrounding the tendon. The ends 
remain passive and do not seem to form any new 
tissue. The connective tissue outside the tendon 
forms more of the granulation tissue between the 
ends than the peritenon and is therefore of more 
importance for the healing of the tendon wound. 

In the endothelium-covered sheath of the tendon 
the peritenon grows over the ends of the tendon, 
forming a kind of amputation stump which does 
not unite. But if sutures are passed through the 
cut surface, granulation tissue is formed from the 
peritenon along and around them, and this is later 
transformed into a tendon-like tissue uniting the 
ends. Therefore the sutures used by Wilms, Lange, 
and Frisch are more appropriate than those used 
by Dreyer, Woelfler, IT'rnka, and Schuessler, which 
avoid the cut surface. 

The synovial fluid does not affect the regeneration 
of the tendon disadvantageously nor check it. The 
form and the structure of the cicatrix of the tendon 
is consequently quite the same within and outside 
of the sheath of the tendon. 

For the restoration of function it is necessary to 
spare the sheath of the tendon in order to facilitate 
the gliding movement and to keep the tendon in 
correct position. Only by regular exercises without 
immobilization is it possible to prevent adhe- 
sions of the tendon and, in cases of ruptured flexor 
tendons, to obtain the best possible functional results. 


Abbott, L. C., and Jostes, F. A.: A Simple Method 
for the Correction of Deformity in Bony Anky- 
losis of the Hip Joint. Surg., Gynec. & Obst., 
1926, xlii, 274. 

For the correction of deformity in ankylosis of 
the hip, the authors describe a procedure which 
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overcomes many of the difficulties associated with 
immediate correction by osteotomy. 

A subtrochanteric osteotomy is done and the 
limb fixed in the position of deformity by traction 
with a Thomas splint. Gradual correction is secured 
by moulding of the callus caused by changing the 
position of the extremity. 

A transverse osteotomy is performed through an 
incision separating the tensor fascie femoris and the 
sartorius muscles and exposing the femur between 
the vastus lateralis and rectus femoris muscles. 
The wound is then closed anatomically. After the 
operation, the patient is placed on a gas-pipe bed 
frame of ingenious design and a Thomas splint is 
applied in the position of deformity, the traction on 
the leg being maintained. This is left in place for 
from four to five weeks or until abundant new callus 
is shown by the X-ray. Gradual correction is then 
secured by bringing the traction splint to the 
desired position. 

The time necessary to correct the deformity is 
about four weeks. The corrected position is main- 
tained until consolidation of the callus occurs. 
During this.slow manipulation the pelvis is con- 
trolled by holding the sound leg flexed at the hip 
with the knee extended, the reverse of the Thomas 
test for hip flexion. During the period of consolida- 
tion of the callus the thigh and calf are massaged. 
When the patient becomes ambulatory, a Thomas 
caliper splint is worn for several months. 

The authors have used this method in four cases, 
which they report in detail. 

Fremont A. CuAnpier, M.D. 


FRACTURES AND DISLOCATIONS 


Thomas, T. T.: Habitual or Recurrent Dislocation 
of the Shoulder. Med. J.& Rec., 1926, cxxiii, 145. 


A typical subarachnoid dislocation by hyperab 
duction was first produced in the cadaver by Davis 
in 1899, but the axillary operation was first per 
formed by Thomas in 1908. In the author’s first 
case no dislocation has occurred since. 

The gap between the divided margins of the cap- 
sule becomes bridged by scar tissue. The objection 
to other incisions is that they do not give a good 
exposure of the axillary portion of the capsule 
where the tear invariably occurs. The acceptance 
of the axillary operation has been retarded by a 
general lack of familiarity with the axillary vessels 
and nerves. 

Athletes and epileptics are especially liable to 
develop recurrent dislocations of the shoulder. In 
the author’s opinion, snapping shoulder is a recurrent 
dislocation in which the tear is not sufliciently 
great to allow displacement of the head out of the 
glenoid fossa. It may be corrected by capsulor- 
rhaphy. 

Of thirty-three cases traced following capsulor- 
rhaphy, a complete cure resulted in twenty-two. In 
six cases the operation was followed by only one dis- 
location and in two cases by two dislocations. Such 
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dislocations, the author believes, are of advantage 
when the amount of scar tissue already formed is 
not sufficient to prevent them. ‘The slower the 
return of motion after capsulorrhaphy the stronger 
the joint. Thomas believes that if the surgeon is 
familiar with the relations of the circumflex nerve, 
the prognosis offered by the operation is good. 
Ropert V. Funsten, M.D. 


Thomson, J. E. M.: Fixation of Fractures of the 
Clavicle: Another Method. J. Am. M. Ass., 
1926, Ixxxvi, 1517. 

Thomson describes the use of plaster-of-Paris in 
the treatment of fractures of the clavicle, particu- 
larly those of the outer end where reduction and 
immobilization are necessary for both the union of 
the bone and the treatment of the usually asso- 
ciated shoulder injuries. 

For fractures of the proximal and middle thirds, 
a figure-of-8 plaster cast is applied over a sheet- 
wadding bandage while the arms are held abducted 
up and backward. ‘This cast embraces the chest 
and can be cut out about the neck and arms with- 
out being weakened. It is worn for four weeks. A 
muslin bandage is then applied for a time. 

When the fracture is in the outer third of the 
clavicle, the cast covers the whole trunk and in- 
cludes an arm spica which immobilizes the arm 
abducted at 90 degrees with the forearm horizontal 
and supinated. After two and one-half weeks the 
upper part of the arm cast is removed for physio- 
therapy, and after four weeks the whole spica is 
removed. An immobilizing muslin and adhesive 
dressing is then applied for another week or two. 

This treatment allows the joint injuries to heal 
and reduces the period of painful shoulder dis- 
ability which often follows. 

Cuester C. Guy, M.D. 


Cutler, C. W., Jr.: Fractures of the Head and Neck 
of the Radius. Ann. Surg., 1926, |xxxiii, 267. 

Cutler reviews fifty cases of fracture of the head 
and neck of the radius which were treated at the 
Roosevelt Hospital, New York, in a period of ten 
years. The incidence of these fractures was about 
the same in both sexes. The average age of the 
patients was 31 years. The youngest subject was 6 
years old, and the oldest 55 years. The average age 
of patients with fractures of the neck of the radius 
alone was 18 years, while that of those with fracture 
of the head of the radius alone was 37 years. 

In twenty cases (40 per cent) the cause was direct 
trauma to the elbow in a fall, and in ten cases (20 
per cent) a fall on the extended hand. 

Examination revealed simple cracking without 
displacement in seven cases; fissuring of the radial 
head with separation of one fragment in fourteen 
cases; fracture into multiple fragments in eleven 
cases; and fracture of the neck of the radius in four- 
teen cases. Direct and indirect trauma were both 


apparently capable of producing any of the four 
types of fracture mentioned. 
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In one case each, the fracture of the radius was 
complicated by posterior dislocation of the ulna, 
posterior dislocation and fracture of the olecranon, 
fracture of the coronoid, and fracture of the upper 
third of the ulna. 

In nearly all of the cases the pain was referred to 
the lateral side of the elbow, and in all, one or more 
of the motions at the elbow was inhibited. Swelling 
about the elbow was noted in two-thirds of the cases 
seen within twenty-four hours. Ecchymosis was not 
common. Direct or indirect tenderness was present 
in forty-three cases. 

The treatment was carried out along conservative 
lines except in cases showing marked displacement 
of the fragments or late impairment of function. 

Fremont A. CHANDLER, M.D. 


Christopher, F.: Fractures of the Head of the 
Femur. Arch. Surg., 1926, xii, 1049. 

This study is based on nine fractures of the head 
of the femur, eight of which have been reported in 
the literature and one of which was treated by the 
author. The condition is caused by extreme vio 
lence and is exceedingly rare. In all of the reported 
cases it was accompanied by a posterior dislocation 
and was probably due to the impact of the dislocat 
ing head on the posterior rim of the acetabulum. 
Its possible presence should be considered whenever 
a posterior dislocation is associated with crepitus on 
passive motion, but the diagnosis must be confirmed 
by X-ray examination. 

The treatment of choice is closed reduction under 
general anesthesia followed by early active and 
passive mobilization. If this fails, open reduction 
with removal of the fragments of the fractured 
head is necessary. Operative treatment is indicated 
also when, although closed reduction seems success- 
ful, function becomes progressively poorer. Regard- 
less of the treatment, the prognosis as to function 
is unfavorable. Cuester C. Guy, M.D. 


Garr, C. C.: 
Bone Banding for Fractures. 
Surg., 1926, viii, 377. 


A Spontaneous Fracture Following 
J. Bone & Joint 


The author reports two cases of spontaneous frac- 
ture of the femur following banding by a competent 
surgeon. Both fractures were due to muscular action. 
One was subtrochanteric and the other intercon- 
dylar. 

Garr agrees with Scudder that bone bands should 
be routinely removed. He always removes the band 
within one month of its application. 

DanieEL H. Levintuwar, M.D. 


Albee, F. H.: Mechanical Employment of Seques- 
trum Fracture of the Femur. J. Bone & Joint 
Surg., 1926, vili, 325. 

Albee reports the case of a boy 17 years old who 
sustained a compound comminuted fracture of the 
lower central portion of the shaft of the left femur. 
The first treatment consisted in wide open drainage 
and Carrel-Dakin irrigation. At the end of a month, 
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a Lane plate was applied, but fragments became dis- 
placed and there was 2 in. of shortening. 

Three months after the injury, the wound was re- 
opened, the displaced fragments and an extensive 
osteomyelitis being then disclosed. The lower 4% 
in. portion of the upper fragment was white and 
showed a V-shaped line of sequestrating demarca- 
tion. The fragment ends were re-shaped to form a 
concavity in the sequestrating portion and a cor- 
responding convexity of the lower fragment, the 
ends then being approximated with traction and the 
mortise further secured with kangaroo tendon. The 
wound was packed with iodoform gauze and the leg 
immobilized by a plaster-of-Paris spica. 

At the end of four and one-half months, an X-ray 
examination through the cast showed the formation 
of callus and an involucrum. The sequestrum was 
removed through a window in the cast. The con- 
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dition progressed favorably and the patient was dis- 
charged five and one-half months after his injury. 
Physiotherapy was then instituted, but because 
of the limitation of motion at the knee, another 
operation was done. This showed adhesions between 
the shaft of the knee and the quadriceps. After 
liberation of the adhesions, a piece of fascia lata was 
inserted between the femur and muscle. However, in 
spite of strenuous physiotherapeutic measures, only 
30 degrees of motion at the knee could be obtained. 
Subsequently an attempt was made to flex the 
knee by force under general anesthesia. This was 
prevented by tense fascial bands on the anterior and 
lateral aspects of the lower portion of the thigh. 
Subcutaneous fasciotomies were therefore done. 
The limb is now only 34 in. short and _ has free, 
active and painless motion to beyond a right angle. 
Roxsert C. LONERGAN, M.D. 
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BLOOD VESSELS 


Haberer, H.: A Case of Successful Suture of the 
Portal Vein (Ueber einen Fall von erfolgreicher 
Naht der Vena portw). Wien. med. Wchnschr., 
1925, Ixxv, 2577. 

Haberer reports a case in which, in the course of a 
gastroduodenal resection for an ulcer in the middle 
of the stomach, there occurred the exceedingly rare 
complication of injury of the portal vein. He was 
able to meet the emergency successfully. The case 
was one of hourglass stenosis. ‘The stomach and the 
first part of the duodenum were closely adherent to 
the undersurface of the liver. ‘These adhesions, 
which were found due to the penetration of a 
callous ulcer deep into the liver, were very difficult 
to loosen. 

The ulcer was shelled out of the liver with an 
electric cautery, and a thick strand which was 
most intimately adherent to the ulcer-tumor was 
cautiously incised longitudinally. This resulted in a 
very copious hemorrhage. The author introduced 
his finger into the foramen of Winslow and thereby 
stopped the bleeding so that he was able to make a 
careful examination as to its source. He found that 
the blood came frgém a vein the size of the finger 
which had been slit open on its anterior wall for a 
distance of 4 cm. This vein proved to be the dis- 
placed portal vein. 

As it was possible to keep the vessel closed off 
with the finger which had been introduced into 
the foramen of Winslow, the slit in the vessel was 
closed with ease with interrupted sutures and with- 
out evident narrowing of the vessel lumen. Re- 
covery resulted. 

To prevent air embolism and hemorrhage in 
cases of injury of the portal vein the author recom- 
mends compression of the hepatoduodenal ligament 
by raising it up on a finger introduced into the fora- 
men of Winslow. No form of tamponade and com- 
pression from in front gives as good results. 

Co.iey (Z). 


Pfaff, O. G.: Ligation of the Inferior Vena Cava. 
Am. J. Obst & Gynec., 1926, xi, 660. 


The author reports a case in which the vena cava 
ruptured into a retroperitoneal cyst and he ligated 
above and below the rupture. An almost uneventful 
recovery resulted. Ten days after the operation a 
slight swelling in the legs and thighs became ap- 
parent, but two years later the patient was in good 
health. 

Such cases show that ligation of the inferior vena 
cava (at least in a favorable situation) is not neces- 
sarily a disaster. It seems to be clear that the col- 


lateral circulation is rapidly developed to the 
extent that after a few weeks the early ccdema is 
only slightly evident and eventually disappears 
altogether. 

As a rule ligation is probably safer than suture 
of the wounded vessel, but if the site of injury 
is found at or above the renal vein, every effort 
must be made to repair the vessel as ligation in that 
locality would inevitably be disastrous. 

E. L. Cornett, M.D. 


BLOOD; TRANSFUSION 


Rubin, E. H.: The Clinical Value of the Erythrocyte 
Sedimentation Reaction in Surgery. Surg., 
Gynec. & Obst., 1926, xlii, 652. 

The sedimentation reaction is the speed with 
which red blood cells settle in a citrated column of 
blood. ‘The author uses the following method for 
this test: 

Into a sterile 2-c.cm. Record syringe, a solution of 
3.8 per cent sodium citrate is drawn up to the 0.4 
mark. Blood is then aspirated from an arm vein to 
the 2-c.cm. mark, a dilution of 1:4 being thereby 
obtained. After thorough mixing in small Wasser- 
mann test tubes, t.2 samples are taken to the 
laboratory where the blood is drawn up into long 
serological pipettes graduated into hundredths, which 
are placed in a suitable rack, the layer of plasma 
then being observed at the end of one, two, and 
twenty-four hours and read directly in per cent. 

The reading made at the end of the second hour 
is the most significant one. 

After studying the reaction in roo cases, Rubin 
summarizes his findings as follows: 

1. In surgery, the erythrocyte sedimentation 
reaction was found to be a more reliable indication 
of the patient’s condition than the temperature 
chart. 

2. Its diagnostic and prognostic value were 
secondary to its value in indicating the acuteness of 
a process. 

3. Extrasurgical complications such as syphilis 
or tuberculosis tended to maintain high readings in 
spite of improvement in, or even a cure of, the 
surgical affection. In the absence of such complica- 
tions, repeated tests may guide in the discharge of 
patients, but for many reasons it would be imprac- 
tical to keep patients in the hospital until the reac- 
tion reaches normal limits. 

4. Because the test indicates the severity of 
tissue destruction, it should be of value in deter- 
mining the advisability of operation and the time 
at which it should be performed. 

Joun J. Matoney, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Davis, J. S.: The Treatment of Deep Roentgen- 
Ray Burns by Excision and Tissue Shifting. 
J. Am. M. Ass., 1926, xxxvi, 1432. 


The author states that when, in cases of deep 
roentgen-ray burns, the ordinary local methods have 
been tried for a reasonable length of time without 
satisfactory results, nothing is to be gained by the 
further delay of operative measures. In none of the 
cases referred to him has treatment with ultra- 
violet or other rays been beneficial. Early excision 
of deep burns with tissue shifting promises more 
surely than any other method yet known a prospect 
of permanent relief in a comparatively short time. 

The excision of the ulcer and the surrounding 
area of induration should be as radical as possible. 
Occasionally, when the exposed tissues seem normal 
and the excision has been complete, the author 
grafts skin immediately, but in the majority of 
cases, in which general oozing occurs, he first covers 
the wound with perforated cellosilk or with gauze 
impregnated with a 3 per cent bismuth tribrom- 
phenate (xeroform) ointment and then packs the 
depression snugly with sterile . 2a sponges. 

After forty-eight hours the dressings may be 
removed without causing pain or bleeding, and 
after a few days during which compresses saturated 
with physiological sodium chloride solution are 
applied continuously the granulations usually 
sprout and are ready for grafting. Gauze saturated 
with balsam of Peru, one part, and castor oil, three 
parts, is also used to stimulate granulations. 

In the greater number of cases requiring grafting 
the author prefers small deep grafts. Occasionally 
he uses Ollier-Thiersch grafts, but when the defect 
is large he prefers whole-thickness grafts. In a 
number of cases he has used pedunculated flaps 
from neighboring tissues which have not been 
changed by the rays or from a distant part, and 
has found them of great value when a pad of fat was 
necessary in addition to the skin. 

If conditions are favorable, the flap is shifted 
onto the fresh wound immediately after the excision 
of the burned area, but if the shifting is delayed the 
results are better if the granulating area is removed 
before the flap is sutured into its new bed. 

When the burn is comparatively small and in a 
favorable position, it may be excised completely 
by an elliptical incision and the skin then closed 
with sutures after undercutting. Massage is begun 
on the grafts about three weeks after healing has 
taken place and is continued for several months. 

By this treatment, pain is eliminated and in many 
instances patients who have been incapacitated for 


years are enabled to return to their former activ- 
ities. 
Davidson, E. C.: The Prevention of the Toxzemia 


of Burns: Treatment by Tannic Acid Solution. 
Am. J. Surg., 1926, xl, 114. 

If a severely burned patient survives the acute 
period of depression or shock, another syndrome 
develops, viz., that of toxemia. In the cases of 
twelve patients with second-degree burns and 
twelve with third-degree burns the blood chlorides 
were found to be very low. Sodium chloride was 
therefore administered orally, rectally, subcuta- 
neously, or intravenously as indicated. 

In the belief that the toxamia is due to the absorp- 
tion of a protein derivative at the site of the burn, 
the author coagulates or precipitates the devitalized 
tissue by applying a dressing wet with 2.5 per cent 
tannic acid. He has found that this lessens the 
toxemia, exerts an analgesic effect, limits secondary 
infection, promotes epithelialization, and limits 
scar formation. After the tissues become a light 
brown, the dressings are removed and the area is 
exposed to the air. J. Frank Doucuty, M.D. 


Seifert, E.: Bacteria in the Blood After Operations 
(Ueber Bakterienbefunde im Blut nach Opera- 
tionen). Arch. f. klin. Chir., 1925, cxxxviii, 565. 


After an operation on an infected region of the 
body, bacteria appear in the blood in a relatively 
large number of cases. It seems that this depends 
to some extent on the nature of the exciting organ- 
ism. In the cases reviewed by the author the blood 
findings were positive in 54 per cent of the cases with 
a staphylococcic infection, 30 per cent of those witha 
streptococcic infection, and 25 per cent of those with 
a bacillus-coli infection. It is evident also that the 
anatomical relations of the disease focus are of 
great importance. Operations on tissues rich in 
veins are more apt to be followed by bacteriamia 
than those on other tissues. 

After operations on acute abscesses and phleg- 
mons, defective localization of the processes is 
evidenced by positive bacterial findings in the blood 
in 50 per cent of the cases, whereas after operations 
on older, better walled-off subacute and chronic 
processes bacteria are found in the blood in only one- 
fifth of the cases. Other factors of importance in 
bacteriemia are the method of operation and the 
handling of the tissues. 

In 204 cases of operation on a purulent condition, 
postoperative bacteriemia developed in ninety-one. 

In general, postoperative bacteriamia is usually 
not associated with alarming phenomena. In none 
of the cases observed by the author has a septic 
condition developed. Wo rr (G), 


233 








MISCELLANEOUS 


CLINICAL ENTITIES-—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Slye, Maud: The Inheritance Behavior of Cancer 
as a Simple Mendelian Recessive: Studies 
on the Nature and Inheritability of Sponta- 
neous Cancer in Mice. J. Cancer Research, 1926, 
S&S. 

In every test made in studies of the nature and 
inheritability of spontaneous cancer in mice, every 
neoplasm has been found to occur in accordance 
with the mendelian expectation for a simple re- 
cessive. 

The cancer-resistant and the cancer-susceptible 
tendencies have been proved inheritable. 

By the hybridization test, the tendency toward 
cancer resistance has been proved to be dominant 
over the tendency toward cancer susceptibility, 
and both of these tendencies have been proved un- 
questionably inheritable, following the mendelian 
pattern very closely. 

The types of cancer and the sites where cancer is 
likely to occur have been proved inheritable by 
both the inbreeding and the hybridization tests. 
These characters also have closely followed the 
mendelian pattern. Josern K. Narat, M.D. 


Burrows, M.'T.: The Mechanism of Cancer Metas- 
tasis. Arch. Int. Med., 1926, xxxvii, 453. 


In Burrows’ opinion, the cancer cell is merely a 
normal cell reacting to stagnation and cell crowding 
in its immediate environment. 

Cancerous and embryonic tissues are rich in a 
substance or substances (archusia) which accumu- 
late in a stagnant environment. Adult tissues con- 
tain only traces of these substances. 

The chief course of metastases of cancer is always 
along the lines of surface drainage from the original 
tumor mass. 

Metastases in cancer are not due to a simple 
migration of cancer cells from the cancer to distant 
organs, but are primarily the result of the spread of 
a liquid substance from the main tumor mass. This 
substance is liberated through the digestion of cells 
in the center of the mass of cancerous tissue. It is a 
product of the oxidation of the cell and is rich in 
growth-stimulating substance. It stimulates not 
only cancer cells but also normal cells. It can flow 
over any water surface. The cells move into it. The 
fluid precedes the spread of cancer cells and metas- 
tases. 

The author concludes that the whole phenomenon 
of cancer can be reproduced by simply cutting down 
the blood supply to a cellular tissue and allowing 
the cells to revert from the differentiated to the 
growing state. Jacos S. Grove, M.D. 


De Asis, C.: Cutaneous Carcinoma of the Lower 
Extremities. Ann. Surg., 1926, \xxxiii, 663. 

The author discusses the varieties of carcinoma 
occurring in the lower extremities and the course 
taken by the disease in this region of the body. 
The two most important types of cutaneous car- 
cinoma are the squamous-cell and the basal-cell 
types. Males are more frequently affected by cu- 
taneous carcinoma than females. The ages of four 
of the author’s patients ranged from 20 to 32 years. 
Trauma is an important factor in the etiology. The 
period of time elapsing between the injury and the 
first appearance of malignancy ranges from a few 
months to a year. Another predisposing factor is 
the scar of an old burn. Syphilis also has been 
regarded as of importance in the etiology, but of 
the author’s seven cases in which a Wassermann 
test was made, only one gave a positive reaction 
and in the latter there was a history of trauma at the 
site of the cancerous growth. The part played by 
varicose ulcers and varicose veins is unknown, but 
in 310 cases of varicose ulcers the author found 
malignancy in only one. 

Metastasis takes place late in cutaneous carci- 
noma of the lower extremities. This is explained by 
the fact that the edge of the ulcer undergoes thick- 
ening and induration which squeezes the lumina of 
the lymphatic vessels and thus prevents the flow 
of lymph which ordinarily carries cancer cells. 

The choice of treatment is determined chiefly by 
the extent of the malignancy, the nature of the 
growth, and the surgeon’s experience with the 
various procedures. ‘The procedures most com- 
monly used are amputation of the limb, excision 
with the cold knife or cautery, X-ray irradiation, 
electrocoagulation, or a combination of these. 

The author reports seventeen cases in detail. 

Emu C. Rosirsnex, M.D. 


Blair Bell, W.: Theory and Practice in Relation to 
the Treatment of Cancer with Lead. Brit. M. 
J., 1926, i, 687. 


The author states that malignant neoplasia 
appears to be a reversion of the somatic cell to the 
early embryonic type which forms the trophoblast. 

Pathologists have discussed the undifferentiated 
cells seen in malignant growths, but strictly speak- 
ing these should be called ‘dedifferentiated cells” 
since they are normal cells which have retraced 
their way back to undifferentiation. 

Morphological evidence shows that whereas 
benign neoplasia is the result of hyperplasia in nor- 
mal tissues, malignant neoplasia is a process of 
dedifferentiation except in the case of chorion- 
epithelioma which represents hyperplasia of a nor- 
mally malignant tissue—the chorionic epithelium. 
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Warburg has shown that although in the absence 
of oxygen, a normal resting cell has a slight glu- 
colytic power, in aerobic conditions it does not per- 
form glucolysis, whereas malignant tissue exerts its 
glucolytic power even in the presence of oxygen. 

The author believes that sufferers from lead 
poisoning are not affected by cancer. 

With regard to treatment he states that the use of 
colloidal lead in the prevention of recurrence after 
operation is of such importance that every case sub- 
jected to operation for cancer, whether the disease 
is believed to be totally eradicated or not, should be 
treated as if the disease were still present. 

Mention is made of the fact that, in the use of 
colloidal lead, disasters have occurred as the result 
of lead poisoning. Jacos S. Grove, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Wainwright, J. M.: Tetanus: Its Incidence and 
Treatment. Arch. Surg., 1926, xii, 1062. 


Of 584 men answering a questionnaire sent out by 
Wainwright, nearly all of whom have had extensive 
experience with industrial and traumatic cases, 
365, or nearly two-thirds, stated that they had 
seen no tetanus in the last four years (1921-1924) 
in industrial cases. 
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It seems universally agreed by laboratory workers 
that when tetanus toxin has once united with the 
cells of the central nervous system the antitoxin 
has no power to break up the union and it would do 
no good to bathe the cells in antitoxin even if this 
were possible. Moreover, there is no evidence that 
the antitoxic serum injected into the spinal canal 
gets into the tissues of the cord and brain, and as it 
has been established that the toxin is not present 
in the cerebrospinal fluid during the disease, no 
toxin is neutralized by spinal injections. 

Antitoxin given by vein in doses of from 30,000 
to 50,000 units or more, according to the severity 
of the symptoms and the time since the onset of the 
condition, will divide the present average mortality 
rate by two or three or more. The efficiency of this 
dose and route depends directly upon the prompt- 
ness with which the treatment is given. If the dose 
must be repeated it should be approximately the 
same size as the initial dose and given by vein only. 
In the last days of convalescence intramuscular 
injections are allowable. 

The best sedative is chlorbutanol given by 
mouth in a dose of 30 gr. dissolved in hot whisky or 
by rectum in a dose of 75 gr. in hot olive oil. It 
should be repeated sufficiently often to keep the 
patient relaxed and drowsy until the danger is 
passed. Morris H. Kann, M.D. 
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